



THE PREVENTION AND 
CORRECTION OF DEFORMITY 
IN RHEUMATOID ARTHRITIS* 
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ONE TRAGEDY of chronic rheumatoid disease is 
that deformity may develop on occasions when 
it could have been prevented. It unfortunately 
not uncommonly happens that treatment is con- 
fined to the suppression of symptoms with one 
of the powerful drugs now available, the fact 
being forgotten that the damage produced by 
the disease, such as muscle wasting and soft 
tissue contractures, also requires urgent treat- 
ment, both preventive and corrective. 

The basic principles of generalized rest, local 
splinting, the use of analgesics, and physiother- 
apy are well known. But there are some modifica- 
tions in the application of these principles which 
it is thought worthwhile to draw attention to 
at this present time, when so much emphasis is 
placed upon drug therapy to the neglect of joint 
care. 

It is therefore proposed to enumerate some 
of the indications for the use of splints, and 
describe some of the newer techniques of making 
and applying them. There are three situations 
in which splints may be especially beneficial: 

1. When a joint is acutely and painfully 
swollen. 

2. When muscle spasm about a joint is pro- 
ducing deformity. 

3. When subluxation has impaired function, 
which could be improved if the limb or part of 
the limb were held in a better position. 


*From the Arthritis Clinic, Toronto General Hospital, and 
the Arthritis Service, Sunnybrook Hospital, Toronto. — 
Read at the Annual Meeting of the Canadian Rheumatism 
Association, held in Vancouver, June 1954. 
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1. ACUTELY INFLAMED JOINT 


CasE 1.—J.O., a 16-year-old boy, was admitted to the 
Toronto General Hospital with active rheumatoid disease 
of six months’ duration. As may be seen in Fig. 1, his 
erythrocyte sedimentation rate (Westergren) was around 
100 mm. (first hour), his temperature over 101° F., and 
he was very much underweight for his height, weighing 
only 85 lb. He looked and felt very ill. Both knees, 
both elbows, and many finger joints were very painfully 
swollen. Initially, he was placed on a routine of bed 
rest, a high calorie diet oar aspirin. In spite of this, his 
condition deteriorated for the first five weeks after 
admission, and eventually he weighed only 73 lb. Three 
blood transfusions helped neither his anzmia (hzmo- 
globin value was 60%) nor his arthritis. Every movement 
was painful, and as he began to vomit and have diar- 
rhoea it was thought that he might die. 

At this point his legs, arms and hands were totally 
immobilized in plaster-of-paris splints. The special tech- 
niques used will be described later. These splints 
successfully prevented all painful movements and so 
relieved his muscle spasm. He immediately began to 
get better. His temperature began to drop that very 
day, and his sedimentation rate slowly fell towards 
normal. His hand casts were removed for meals and 
toilet purposes only, while his leg splints remained on 
continuously for three weeks. During that time, he 
performed postural exercises to maintain general body 
muscle tone, and his quadriceps were contracted 
routinely several times each hour. At the end of this 
period the leg shells were removed. It will be seen 
(Fig. 1) that there was an immediate rise in both tem- 
perature and sedimentation rate, which however sub- 
sided after a day or so. Thereafter, he continued to 
wear his casts most of the day, taking his limbs out 
for exercises and feeding only. For the next three weeks, 
physiotherapy became increasingly more strenuous with 
the introduction of resistance exercises to strengthen his 
wasted muscles. Finally, he wore his casts at night only, 
for several weeks, during which time he made steady 
progress apart from a mild flare-up accompanying an 
upper respiratory infection. Two months after discharge 
from hospital, he weighed 135 Ib.—very nearly doe 
his lowest weight when he was so ill. For the past two 
years, he has been followed up in the Arthritic Clinic 
at regular intervals. The left knee effusion returned 
after a walk of 15 miles; however, his general condition 
remained good and it has not been thought desirable 
to date to take him away from school for readmission 
for further treatment of his knee. 


This case history illustrates the importance of 
complete rest, not only generally for the body 
as a whole, but also locally for the inflamed 
joints. In this instance joint immobilization 
marked the turning point in the illness, and in 
some fashion favourably affected the systemic 
manifestations too. This effect has been recorded 
before (Duthie). 
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Fig. 1. Case 1.—The temperature and sedimentation 
rate fell towards normal when splints were worn, and 
body weight later rapidly rose. 


2. MuscLeE SpaAsM PRODUCING DEFORMITY 


It is probable that there are two factors con- 
cerned in the production of joint deformity. 
Obviously, there is destruction of the articular 
structures, but also there is muscle spasm. It is 
contended that the second is the earlier and 
more important event, as well as being the one 
more readily preventable and correctable. 


It is suggested that the natural history of the 
production of deformity is as follows: (1) The 
inflammatory process in and around the joint 
causes pain made worse by movement. (2) In 
order to prevent this movement, the local muscles 
are put into spasm in order to try to fix the joint 
in slight flexion. (3) The muscle fibres concerned 
with motility therefore do not function and so 
fall into disuse and atrophy. (4) The strong, con- 
tracting flexor muscles prevail over the elongated 
extensors and pull the joint into further de- 
formity. (5) Eventually, as joint destruction pro- 
ceeds, fibrous tissue changes leading to semi- 
permanent contracture take place, and finally 
bony ankylosis causes permanent deformity. 

If this hypothesis is true, then it is evident 
that the fundamental and original purpose of the 
muscle spasm is protective. It is an attempt to 
prevent any increase in pain and damage to 
joint structure were movements to be allowed 
to continue. Unfortunately, there are other un- 
desirable effects of prolonged spasm, deleterious 
to the muscle itself. These include fatigue and 
atrophy. The muscle fibres perpetuating the 
spasm remain strong because they are perform- 
ing their function, but the fibres concerned with 
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motility fall into disuse, and therefore waste. 
This exemplifies the concept that “if you do not 
use a muscle, you lose a muscle”. It is in the 
stages when muscle spasm is the sole factor 
causing and maintaining flexion deformity that 
prevention and correction by means of plaster 
casts are possible. If a splint can be made which 
will act as an artificial spasm-substitute, the 
physiological spasm will be no longer necessary 
and the muscle will relax. For this to happen 
it is essential that the limb be absolutely com- 
fortable in the splint; indeed, everything depends 
upon this. If it is not so, the spasm will not be 
relieved and nothing will be accomplished. It 
is customary to leave the leg thus immobilized 
for from four to fourteen days, although in ex- 
ceptional cases, where a large effusion has to 
subside, even longer periods are desirable 
(Duthie). To demonstrate the use of splints in 
this situation with the techniques involved, the 
following case history is given. 


Case 2.—E.B., a 65-year-old-man, was suffering from 
rheumatoid arthritis in many joints. At the time of his 
admission to Sunnybrook Hospital, his left knee had 
been flexed to 45°, as shown in Fig. 2a, for six months. 
When the leg was examined it was found that, on gentle 
extension of the lower leg on the femur, movement was 
limited by a springy resistance. This important sign 
indicated that the deformity was still, at least partially, 
a spastic one, and not due entirely to fibrous adhesions, 
and certainly not to bony ankylosis. It was therefore 
concluded that it was correctible. 

A posterior, non-padded, skin-tight splint of plaster- 
of-paris was made for him. Full details of the tech- 
nique used are given elsewhere (Swanson), and the fin- 
ished splint can Se seen in Fig. 2b. (It is important to re- 
member that such a splint must be very light or its weight 
will torture weak muscles and make tired, pain-racked 
patients unwilling, and in some cases unable, to tolerate 
such an encumbrance. It is customary in this clinic to 
paint such splints with coloured cellulose acetate. This 
makes the inside very smooth and comfortable and also 
renders the splint waterproof so that it may be washed. 
(The colour also improves its appearance.) 

At the end of seven days, the cuffs were removed. 
The ankle was lifted up with the thigh remaining in- 
side. The degree of extension gained can be seen in 
Fig. 3a. For several days afterwards, the leg was lifted 
out for exercise only and then replaced with a bandage 
in place of the cuffs to restore the immobile state. These 
exercises included gentle flexion as far as was possible 
a few times only each day. This was in order to prevent 
any loss of the range of flexion. In such circumstances, 
vigorous or repetitive exercises are contraindicated as 
they will almost certainly reactivate the inflammation, 
which should at this time be subsiding. The common 
practice of waggling the legs over the side of the bed 
at this stage cannot be too strongly condemned. 

After another four days, a fresh splint was made by 
the same technique, with the leg in the new position 
in order to consolidate the gain made. The degree of 
leg extension achieved after a further week of immo- 
bilization can be seen in Fig. 3b. 


For the average amount of knee deformity, 
usually not more than two sets of splints are 
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requied to straighten the leg to within 10 or 15 
degrees of full extension. If the disease is in the 
early stages, complete extension is usually ob- 
tained. In other instances, the posterior shell may 
have to be worn thereafter every night for 
months to prevent reassertion of flexion deform- 
ity during sleep when the knee-bent position 
is easy to slip into. Patients very rapidly get used 
to wearing such splints, and if self-locking 
buckles are slid on to webbing attached to the 
splints, they can rapidly be put on and taken 





Fig. 2a 
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muscle whose all-important function is to screw 
home the femur on the tibia and lock the knee 
in stable extension (McKenzie, Smillie). 

Knees are not the only joints which can be 
helped by correctly applied light splints. Hand 
deformities lend themselves to correction very 
readily, and the handicap of a weakened grip 
with an ineffectual grasp makes rehabilitation of 
fingers and wrists an urgent necessity. The in- 
ability to turn a door handle or fasten a button 
often determines the degree of helplessness and 


Fig. 2b 

Fig. 2a. Case 2.—The position of the left leg before the splint was made. Fig. 2b. Case 2.— 
The posterior splint is in position and the thigh and foot felt cuff have been secured with a 
plaster-of-paris bandage. The middle felt cuff is just about to be wrapped around with plaster. 





Fig. 3a 


off with ease. It is usual for patients to state 
that they are more comfortable sleeping with 
the casts than without them. Some go so far as 
to say that they cannot sleep without them. 
During all this corrective period, the amount of 
exercise must be built up and graduated by 
what the joint can tolerate. It is pointless to 
straighten a leg unless muscles are rehabilitated 
to hold it in the corrected position. As soon as 
the leg comes within 10 degrees of being quite 
straight, resistance exercises should be carefully 
begun in order to develop the vastus medius 


Fig. 3b 


Fig. 3a. Case 2.—The cuffs have been removed and the degree of extension gained is shown. 
Fig. 3b. Case 2.—The leg is very nearly straight after removal of the second cast. 


dependency on others that makes rheumatoid 
arthritis the heart-breaking tragedy it so often 
becomes. 


Case 3.—W.Q., 51 years old, was an actively working 
night foreman in a war-production plant. His left hand 
was severely deformed by rheumatoid arthritis. The 
spasm of the ulnar border muscles was so great that 
his fingers were pulled almost alongside of his lower 
forearm, and considerable force, involving much pain, 
was required to pull them straight. As soon as the fingers 
were let go, they snapped back into their dislocated 
position. 

A light, anterior splint was made for ‘him, which 
held his fingers in as nearly the correct position as was 
possible at that time. At the end of 10 days of con- 


tinuous wearing, much less spasm was evident and the 
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Fig. 4a Fig. 4b 

Fig. 4. Case 3.—The left hand is contrasted (a) before 
application of rest splint and (b) one year later, after 
intermittent use of three successively straighter splints. 





Fig. 5a 


Fig. 5b 

Figs. 5a and 5b. Case 3.—The range of flexion and ex- 
tension of the left fingers is contrasted while the patient 
is wearing his first and final rest splint. 


hand was less uncomfortable. During the following year, 
further splints were made for him with increasing 
degrees of correction. He wore these every night and, 
intermittently, at his work during the day. Fig. 4 shows 
the original position of deformity contrasted with his 
position now, and Fig. 5 shows the range of flexion and 
extension of the finger movements formerly and now 
possible while wearing his splint. 


It is of interest, perhaps, to compare the 
results of this technique of deformity correction 
through spasm relief and joint comfort with some 
of the other types of splints in use. In 1948 he 
was given a splint in which the fingers were 
suspended by means of rubber bands and tension 
was thereby increased trying to pull the joints 
into correct position. His hands did not do well 
under this regimen and, in addition, he found 
the application of the slings very difficult and 
the whole splint cumbersome. It is contended 
that this type of splint is contraindicated in the 
presence of inflammation in or around a joint. 
A fundamental principle of joint correction in 
acute arthritis is to make the joint comfortable 
so that the spasm will be relieved. If the joint 








Canad. M. A. J. 
Aug. 15, 1956, vol. 75 


pain is increased by tension the spasm is auto- 
matically correspondingly increased and the 
object of the treatment is defeated. 

In the later stages of the disease when severe 
joint destruction has produced permanent ulnar 
deviation which cannot be entirely corrected, the 
hands can still be made useful functionally by 
wearing splints at appropriate times. 


3. DEFORMITY CORRECTION LEADING TO 
IMPROVED FUNCTION 

Case 4.—E.W., a woman, was treated at home by one 
of the physiotherapists of the Canadian Arthritis and 
Rheumatism Society in Ontario. Bed-ridden because of 
hip and knee arthritis, she had become very despondent 
because her hands were so deformed that she was un- 
able to perform many of the essential toilet needs for 
personal care. Only a few degrees of opening or shutting 
of her hands were possible. For some months her morale 
had been sinking lower. 


Light, anterior plaster casts were made for her 
hands. As the left was the more severely affected, 
splints were kept continuously in position for 
four days on three occasions. A great improve- 
ment took place in both hands, with increased 
range of extension of the fingers. She has been 
able to knit again, wearing the left splint to hold 
the hand in the optimum functional position 
(Fig. 6). As her subluxation is so great and 





SI 





Fig. 6. Case 4.—While wearing the left hand splint the 


patient is able to knit, which she could not otherwise do. 
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muscle power is so weak that she cannot yet 
hold her fingers straight, her knitting provides a 
jrofitable source of income, which has increased 
her self-confidence and self-respect by making 
ner less dependent financially upon her family. 
‘n this corrected position, she carries out re- 
sistance exercises to strengthen the interossei 
muscles, so that it is hoped she will in time 
-ecover some of their function, thereby restoring 
he use of her hand. 


SUMMARY AND CONCLUSIONS 


The claim has been made that muscle spasm 
s the initiating cause of deformity in rheumatoid 
irthritis. 

It has been shown that this spasm can be 
relieved and the subsequent deformity prevented 
by light, comfortable, attractive splints which 
may be worn continuously at first, and later 
intermittently. 


Even the severe systemic illness associated 
with the acute, painful bone and joint inflamma- 
tion may respond dramatically during the con- 
tinuous immobilization of these joints. 


Splints are a valuable and often essential part 
of the treatment of rheumatoid arthritis. 
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RESUME 


La thérapie médicamenteuse de l’arthrite rhumatoide 
ne doit pas faire perdre de vue les soins qu'il faut 
apporter aux articulations. L’application d’éclisses peut 
contribuer avantageusement au traitement lorsque (1) 
articulation est le siége d’un cedéme aigu et douloureux; 
(2) le spasme musculaire peut produire une déformation 
articulaire; et (3) quand une subluxation lésant la fonction 
peut étre améliorée en modifiant la position du membre. 
L’auteur illustre le premier point en citant un de ses 
cas ot la contention des membres dans appareils platrés 
amena un abaissement progressif de la fiévre et de la 
vitesse de sédimentation. 

Il suggére l’hypothése suivante pour expliquer la cause 
des difformités. Les muscles attenant a l’articulation sont 
en état de spasme afin d’éviter la douleur que causent 
les mouvements. Les fibres responsables de la mobilité 
ne servent plus et satrophient. La puissance des fléchis- 
seurs surmonte la force des extenseurs et finalement la 
destruction de l’articulation s’accomplit par substitution 
de tissu fibreux. L’application d’attelles au stage initial 
du spasme musculaire accomplit la fonction de celui-ci 
et permet aux muscles de se détendre (a condition que 
le membre soit parfaitement confortable dans sa gout- 
tiére). 

Le cas d'une femme, dont les mains étaient si 
déformées qu'elle était incapable de procéder a sa 
toilette et 4 qui le port d’appareils platrés apporta une 
telle amélioration qu'elle put pourvoir partiellement a 
elle-méme en tricotant, illustre application du troisiéme 
principe énoncé ci-haut. M.R.D. 





A NEW 4-OXYCOUMARIN 
DERIVATIVE, G-23350 (SINTROM )* 


LEOPOLD A. LONG,t 
GUY COLPRON} and 
PIERRE MARION,{ Montreal 


SINCE THE DISCOVERY of dicoumarol by Karl Paul 
Link' in 1939, the medical therapeutic armamen- 
tarium has been enriched by many new hypo- 
prothrombic agents in the treatment and 
prevention of thromboembolic accidents. It is 
generally” * agreed that the mechanism of action 
of all coumarin derivatives and indanedione 
compounds is essentially the same. Their anti- 


*This study was supported in part by la Fondation 
Rhéaume, Université de Montréal, and in part by a grant 
of Geigy Pharmaceuticals, Canada. G-23350 is not yet 
commercially available on the Canadian market. 


*From the Faculté de Médecine, Université de Montréal, 
and the Medical Department, Hétel-Dieu de Montréal. 


tFrom the section of hematology and research laboratory 
in hematology, Hédtel-Dieu de Montréal. 


{From the section of cardiology, Hétel-Dieu de Montréal. 





coagulant action* in vivo is reflected in the peri- 
pheral prothrombin level. As for the duration of 
the hypoprothrombinemia, it is directly related 
to the plasma concentration of the drug, i.e. the 
higher the plasma concentration of coumarin or 
its derivatives, the more marked is the hypo- 
prothrombinzmia. Weiner, Brodie and Burns? 
are of the opinion that the fall in plasma 
concentration of the anticoagulant is secondary 
to the speed at which it is metabolized. It is 
clear that the metabolism of a given antico- 
agulant differs from one person to another, and 
that the difference manifests itself in the length 
of the secondary hypoprothrombinzemia. Never- 
theless, according to these authors, it is im- 
possible to predict the variation of hypopro- 
thrombinzmia in different individuals by the 
plasma concentration of the anticoagulant only. 
There exist enormous individual differences 
from the point of view of sensitivity to a given 
plasma concentration of an anticoagulant. 
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In summary, since Link, investigators have 
worked with the object of finding an antico- 
agulant with a hypoprothrombinzmic effect that 
would fulfil the therapeutic conditions sum- 
marized. by Aeppli and Rubeli,* namely: (1) the 
optimal dose of an anticoagulant must lower the 
prothrombin to a therapeutic level in the short- 
est space of time; (2) the time of action of this 
optimal dose must be such that the prothrombin 
will remain at the therapeutic level until the 
subsequent dose; (3) the prothrombin must re- 
turn to normal concentration as soon as possible 
after cessation of treatment; and (4) the anti- 
coagulant must be well tolerated and non-toxic. 


Compound 


1. Dicoumarol 
( Methylene-bis-3- 
(4-hydroxycoumarin ) 


2. Ethyl biscoumacetate 
( Bis-3-( 4-hydroxy- 
coumariny] )-ethyl 
acetate ) 


3. G-23350 
(3-(a-Acetonyl-p-nitro- 
benzy] )-4-hydroxycoumarin ) 


4. Cyclocoumarol 
(3:4-(2’-Methyl-2’- 
methoxyl-4’-pheny] )- 


dihydropyrano-coumarin ) ; 


G-23350 has been found to be far more satis- 
factory in these respects than several other syn- 
thetic drugs. 

Alone among these compounds, G-23350 in- 
cludes a nitro group on its phenyl ring. Such 
compounds, according to Stoll and Litvan,® have 
in small doses a strong action on the prothrombin 
time of the rabbit. This action is of short dura- 
tion. Montigel and Pulver* demonstrated that, in 
the rabbit, G-23350 is less toxic than Tromexan 
(ethyl biscoumacetate). In man, they observed no 
tendency towards accumulation, and in thera- 
peutic dosage the drug is 50 to 100 times as 
effective as Tromexan. These specific properties 
of this drug, in the field of coagulation, make it 
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possible for the clinician to rapidly lower the 
coagulability and keep it low. The low pro- 
thrombin level is very easily controlled and there 
is a rapid return to normal after withdrawal of 
the medication. 

According to Pulver, Montigel, Exer,’ and 
others,* the 4-oxycoumarin derivatives, used in 
therapeutics, lower the levels of prothrombin and 
proconvertin by acting directly on the liver cells. 
The conclusive experiments of Roka® com- 
pletely confirmed this concept. He succeeded in 
demonstrating that isolated liver mitochondria 
synthesize prothrombin if vitamin K, and factor 
VII are added. This in vitro synthesis is, how- 


SoME SYNTHETIC COUMARIN Drucs OF CLINICAL IMPORTANCE 


Structural formula 


Op. 90 
Or m Ao 





et i p—No, 
OQ 
mua ane 





Tn 


ever, inhibited by Marcoumar, warfarin and 
tomarin. This inhibition has been shown to be 
a competition between vitamin K, and Marcou- 
mar. Weiner, Brodie and Burns,? comparing the 
hypoprothrombinzemic effect of many antico- 
agulants in identical experimental conditions, 
place G-23350 after Tromexan and _ before 
dicoumarol. 

Thus, the principal action of the coumarin 
derivatives on coagulation is clearly a competi- 
tion with vitamin K,, resulting in decreased pro- 
duction of prothrombin and a prolongation of 
the Quick time. However, these drugs also re- 
duce the proconvertin concentration and _ this 
effect is more marked than the effect on pro-- 
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‘hrombin, so that the observed Quick time is a 
‘election of two independent processes. 


In 1953, Biggs, Douglas and MacFarlane’® 
lemonstrated that proconvertin was essential to 
he formation of the intrinsic thromboplastin of 
he blood in the presence of proaccelerin, anti- 
xemophilic globulin and Christmas factor. 


Hunter and Walker,"! and Douglas,’ studying 
‘he effect of the coumarin derivatives on the 
ormation of the intrinsic thromboplastin of 
‘lood (blood thromboplastin generation test), 
save corroborated the experiments of Biggs 
t al. In the technique of in vitro formation of 
-ntrinsic thromboplastin, if one utilizes the serum 
f a patient treated with G-23350 as source of 
oroconvertin, a poor formation of thromboplastin 
s obtained. It would seem then that the deriva- 
tives of coumarin would delay and reduce the 
tormation of intrinsic thromboplastin. Hunter 
and Walker add that, in given circumstances, 
the serum of a patient treated with coumarin 
would produce a poor formation of thrombo- 
plastin even when the Quick time is normal or 
almost normal. They agree that another factor, 
other than proconvertin, is affected by the 
coumarin derivatives. It is thought that the in- 
volved factor is PTC (Christmas factor).1® 


MATERIAL AND METHOD 


Our experience has been obtained on 92 pa- 
tients suffering from cardiovascular disorders 
(see Table I). On 50 patients, we have determined 
the daily concentrations of prothrombin, pro- 
convertin and proaccelerin following our methods 
already described.* In all these techniques, we 
have used a thromboplastin extracted from 
human brain whose activity is in the region of 
12 seconds for normal plasma. We agree entirely 
with Lehmann" in concluding that the value of 
the control of therapy with coumarin derivatives 
depends as much on the stability of the thrombo- 
plastin solutions as on that of the plasma utilized. 
We use the double oxalate of Wintrobe for the 
blood sample, because we have found that the 
Quick time of a normal plasma tested in presence 
of Sequestrene varies more than the Quick time 
of a normal plasma in presence of oxalate, when 
the test is performed in periods of 8 to 10 hours. 
This phenomenon was in fact described by 
Triantaphyllopoulos and Quick,’* who explained 
this prolongation of the coagulation time by a 
deficiency in proaccelerin. Daily blood sampling 
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TABLE I. 
PATIENTS TREATED WITH G-23350 

Total 
ods ois FRc NE Ae vr wea ee 46 
ES SEE OEE ARE APP ET 5 
IE 6 53 hn oe orale uno wa eens Vanek 17 
Mitral stenosis with or without embolism........... 11 
Fracture (femur and/or iliac)...................-. 7 
NS. 2 10 dues ceed epadeohewasad wags 3 
IN i cate acc'e otk Rees sald ws wea ee es 2 
IN 6 tos wow been hs ak oA AE a ae Re 1 
isk hhh aGnvn cede ene denieleae salah aan 92 





for the determination of the prothrombin, pro- 
convertin and proaccelerin was done at the same 
time and the drug was also administered always 
at the same hour of the day. For the 42 other 
cases, the daily anticoagulant dose was admin- 
istered according to the daily prothrombin level, 
determined by the “bedside” technique.** This 
method, compared with that of Quick, in our 
laboratory, gives a prothrombin concentration 
10% lower than that obtained. with the Quick 
technique. Since the fluctuation curve of pro- 
convertin follows that of the Quick prothrombin 
level, it is thought that, for clinical purposes, 
this test alone is suitable to adequately evaluate 
coumarin derivatives. 


RESULTS 


The duration of treatment with G-23350 varied 
between 7 and 60. days except for one case 
treated for 121 days. After their discharge from 
the hospital, four patients were kept on G-23350 
for over one year. The maintenance dosage hav- 
ing been established during their stay at the hos- 
pital, only a weekly prothrombin determination 
is necessary to maintain prothrombinemia at a 
therapeutic level. 


At the start of our clinical investigation, we 


administered the initial dosage recommended by 


European authors,’* ‘7 that is, 16 to 24 mg. 
Twenty-three of our patients received between 
16 and 24 mg. as the recommended initial dosage. 
The two who received a smaller initial dose 
were individuals coming out of a more or less 
longer period of hypothermia. Having had the 
opportunity of studying the effects of hypo- 
thermic drugs on hepatic function, we have been 
able to demonstrate that these agents had a de- 
pressive action on the prothrombin and the pro- 
convertin. From these experiences, we knew 
that these patients would need much less anti- 
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TABLE II. 
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DISTRIBUTION OF CASES TREATED WITH G-23350 















Age Diagnosis 








23 
16 
59 
71 
54 
45 
86 
54 


I 6.5 fh ss asehigts A eranmiedaly 
NN otal rhs is gg Saat 
Coronary thrombosis................ 
SECT EOPCEE ETE OP COTE 
Coronary thrombosis................ 
Coronary thrombosis................ 
Thrombo-phlebitis.................. 
Coronary thrombosis................ 
Thrombo-phlebitis.................. 
Thrombo-phlebitis.................. 
I cas cede tiees neuen 
Coronary thrombosis................ 
Mitral stenosis with embolism........ 


Thrombo-phlebitis.................. 
Coronary thrombosis................ 
Coronary thrombosis................ 
Coronary thrombosis................ 
Thrombo-phlebitis.................. 
ts iu gaa aay ean dy 
Coronary thrombosis................ 
Coronary thrombosis................ 
Thrombectomy, femoral............. 
Coronary thrombosis................ 
TRPOMO-DRINEM.. . . . «4. oe ens 
Coronary thrombosis................ 
Coronary thrombosis................ 
Coronary thrombosis................ 
Mitral stenosis with embolism 
Coronary thrombosis................ 
Coronary thrombosis................ 
Coronary thrombosis................ 
Coronary insufficiency.............. 
Coronary thrombosis................ 
Mitral stenosis with embolism....... . 
Coronary thrombosis................ 
Coronary insufficiency............... 
Coronary insufficiency.............. 
eee 
Coronary thrombosis................ 
Coronary thrombosis................ 
Mitral stenosis with embolism....... . 
Thrombectomy, humeral............ 
I ae ie cae cau Khel 


Coronary thrombosis................ 
ao Sore cskitrl cacy kadar 
Mitral stenosis with embolism.... . 
Thrombectomy, popliteal............ 
Coronary thrombosis................ 
Thrombo-phlebitis.................. 
TINIE och soo 4 nam xan ede« 
Coronary thrombosis................ 
Thrombo-phlebitis.................. 
Coronary thrombosis................ 
Coronary thrombosis............... 
Coronary thrombosis................ 
Coronary thrombosis................ 
Mitral stenosis with embolism....... . 
Thrombo-phlebitis.................. 
Coronary thrombosis................ 
Coronary thrombosis................ 
I ig od ine So kX ae eine 
Coronary insufficiency............... 
Thrombo-phlebitis.................. 
Coronary thrombosis................ 
Coronary thrombosis................ 
Coronary thrombosis................ 
Coronary thrombosis................ 
Coronary thrombosis................ 
Thrombo-phlebitis.................. 


1st day 


8 mg. 
16 
16 
20 
20 


2nd day 





2 mg. 
2 


4 
16 
14 
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TABLE II.—Continued 
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DISTRIBUTION OF CasES TREATED WITH G-23350 














Case Age Diagnosis Ist day 
73 45 Coronary thrombosis................ 40 
74 52 Coronary thrombosis................ 40 
75 63 Thrombo-phlebitis.................. 40 
76 57 Thrombo-phlebitis.................. 40 
77 63 Coronary insufficiency.............. 40 
78 40 Thrombo-phlebitis.................. 40 
79 45 Coronary thrombosis................ 40 
80 45 Coronary thrombosis................ 40 
81 46 Mitral stenosis with embolism........ 40 
82 42 Coronary thrombosis................ 40 
83 51 Coronary thrombosis................ 40 ° 
84 44 Coronary thrombosis................ 40 
85 Oe WOM FORO. 6 es oe lines 40 
86 58 Mitral stenosis with embolism........ 40 
87 oe ee ree 40 
88 40 Coronary thrombosis................ 40 
89 47 Mitral stenosis with embolism........ 40 
90 63 Thrombo-phlebitis.............. 5 as 40 
91 57 Coronary thrombosis................ 40 
92 53 Coronary thrombosis................ 40 








Total dose 
in first Days of 
2nd day 3rd day 3 days A.M.D. treatment 
16 6 62 8.8 12 
16 4 60 8.0 21 
16 2 58 2.5 11 
12 12 64 8.0 10 
12 8 60 5.0 51 
12 8 60 5.0 12 
12 4 56 10.0 25 
12 4 56 7.0 33 
12 4 56 4.0 12 
12 2 54 10.0 21 
12 2 54 5.0 28 
12 2 54 5.0 19 
10 + 54 5.0 10 
8 8 50 4.0 19 
8 4 52 5.0 17 
8 + 52 5.0 21 
8 + 52 4.5 14 
8 2 50 7.0 19 
8 0 48 6.0 16 
4 2 46 5.0 31 





coagulant to obtain an adequate therapeutic 
hypoprothrombinzemic level. 

In order to lower prothrombin concentration 
more rapidly (to about 30 to 40%), we increased 
the initial dose to 40 mg. without any ill effect. 
However, as seen in Table II, it is impossible 
to foretell the dose on the second and third day, 
whatever the initial dosage may be. It varies 
between 2 and 24 mg. for the 2nd day and be- 
tween 2 and 14 mg. for the 3rd day of treatment. 
As far as the maintenance dose is concerned, it 
depends on the prothrombin time determined 
daily and varies between 0.5 and 11 mg. per day. 

Fig. 1 represents the average of the results 
obtained with the first 50 cases. Even if the 
initial doses vary from 16 to 32 mg., it can be 
definitely seen that the effective therapeutic pro- 
thrombin concentration can be obtained approxi- 
mately 48 hours after the beginning of treatment, 
ie., 23% for the Quick prothrombin concentra- 
tion and 26% for the proconvertin concentration. 
The average maintenance dosage is about 5 
mg. per day. Twenty-four hours after the start 
of treatment, the Quick prothrombin concentra- 
tion is 53.1% (standard deviation 16.3); procon- 
vertin, 67% (S.D.10.6); prothrombin alone, 71.3% 
(S.D.17.3). Forty-eight hours after the initiation 
of the treatment, the Quick prothrombin con- 
centration is 22.1% (S.D.8.8); proconvertin, 
28.5% (S.D.9.7); prothrombin alone, 53.2% 
(S.D.8.3). On succeeding days, the Quick pro- 


thrombin is maintained between 21.6% and 
23.6% (S.D.11.8); proconvertin, between 23.5% 
and 25.7% (S.D.9.13); and prothrombin alone, 
between 38.2% and 46.6% (S.D.11.6). All during 
the treatment, the concentration in proaccelerin 
varies between 89% and 102.3% (S.D.10.4), 
showing that it is not affected by G-23350. 
Twenty-four hours after the drug is stopped, the 
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Fig. 1.—Mean curves of prothrombin, proconvertin and 
proaccelerin concentrations in 50 patients during treat- 
ment with G-23350. 
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Fig. 2.—Effect of vitamin Ki oxide (50 mg. i.v.) on 


G- 23350 induced hypocoagulability. 


Quick prothrombin returns to 50.8% (S.D.15.1); 
proconvertin, 53.5% (S.D.13.9); and prothrombin 
alone, 54.6% (S.D.15.8). Forty-eight and 72 hours 
after cessation of treatment, the Quick pro- 
thrombin returns to 80.3% and 92.0% (S.D.1.9 
and 9.3); proconvertin, 85.6% and 98.6% 
(S.D.13.8 and 2.8); and prothrombin alone, 
87.7% and 87% (S.D.12.7 and 5.0). 

The general aspect of the curves of the differ- 
ent factors involved shows a parallel relationship 
between the Quick prothrombin concentration 
and the proconvertin, and this was a constant 
finding during treatment. That is why the Quick 
prothrombin time or a modification called the 
“bedside” test still remains an adequate test for 
control of treatment with coumarin derivatives. 
This test is much more an expression of the con- 
centration of proconvertin, the factor which is 
most affected by the oxycoumarins and the one 
which will be the cause of hemorrhage, if it 
falls, even if the prothrombin alone is normal. 
In fact, the fall in prothrombin is less marked, 
and never occurs, in therapeutic limits, at a rate 
capable of inducing hemorrhages. Hemorrhagic 
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accidents encountered in the course of our study 
were of lesser importance and rapidly controlled 
by the administration of vitamin K. We have had 
3 cases of epistaxis, 2 cases of hematuria and 1 
case of bowel hemorrhage; in all these cases, the 
Quick prothrombin concentration was near 10%. 
Fig. 2 illustrates well the rapid effect of the oxide 
of vitamin K, on the factors of the second phase 
of coagulation. It is well known that in two hours 
50 mg. of the oxide of vitamin K, intravenously 
brings back to normal the Quick prothrombin 
concentration which was previously below 10%. 
One must, however, take into account the pro- 
longed action of this agent and its degree of 
accumulation, because it makes it practically 
impossible, for a period of time that can extend 
to a month, to lower the prothrombin concentra- 
tion again by coumarin derivatives. Unless the 
indication is serious, we prefer to use menadione 
75 mg. intravenously, repeated if necessary, to 
correct a dangerous hypoprothrombinzmia, and 
this in order to be able to continue the treatment 
with anticoagulants. Otherwise, we have no 
choice but to change to heparin. Used in this 
way, menadione does not interfere with the con- 
tinuation of medication. 


Fig. 3 illustrates the hypoprothrombinzmia in 
a patient given G-23350, followed by a daily 
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Fig. 3.—Prothrombin times (‘‘bedside technique’’) of a 
patient with coronary thrombosis during treatment with 
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prothrombin determination, according to the 
“bedside” technique. The three peaks of the 
curve occurred after omission or reduction of 
the dose of the drug. 

In addition to the rapid action of G-23350 and 


its relative stability—even better than that of 
other known anticoagulants—toxicity is nil in 
therapeutic doses. In fact, none of our patients 
showed any sign of toxicity or gastric intolerance. 
We have observed nausea and vomiting in cer- 
tain cases of coronary disease, but these diges- 
tive disturbances were more related to the 
coronary disorder than to the drug itself. 


DIscUSSION AND CONCLUSION 


In 1946, the report of the Anticoagulant Com- 
mittee of the American Heart Association clearly 
outlined the therapeutic and preventive roles of 
anticoagulants in vascular diseases. This report 
has greatly stimulated the use of these products 
and clinical investigators have been in search of 
an ideal rapidly active coumarin derivative. 
According to their particular molecular struc- 
ture, these substances show a brief or a pro- 
longed action. Both types have their advantages 
and disadvantages. It is more difficult to obtain 
a constant coagulation rate in the therapeutic 
range with products which bring about a rapid 
but reversible effect, because their elimination 
is very rapid. Tromexan belongs to this class. 
On the other hand, long-acting compounds, such 
as dicoumarol, are slow in lowering the co- 
agulability but they accumulate in the organism 
and have a prolonged effect. G-23350 is inter- 
mediate in action and has the advantage of 
rapidly yielding a therapeutic prothrombin level 
which is readily restorable to normal. 

Another very important point to check on 
before starting any therapy with coumarin 
derivatives is liver cell function as reflected in 
the plasma prothrombin level. In all hepatic in- 
sufficiency, of whatever type (cirrhotic or due to 
mechanical stasis, due to cardiac failure or other 
types), only minimal doses of anticoagulant are 
necessary to maintain a therapeutic hypopro- 
thrombinzemia. This is easily understood with the 
knowledge gained from Roka’s experiments that 
the mitochondria of the hepatic cells are the key 
to the production of prothrombin. It is impossible 
to predict the amount of the daily maintenance 
dose. In our experience, there has been no cor- 
relation between the prescribed doses and the 





NEw ANTICOAGULANT 267 


LONG AND OTHERS: 


body weight of the patients, and this applies to 
any coumarin derivatives. Doses that seemed 
excessive for a patient weighing 100 Ib. main- 
tained the prothrombin rate in the neighbour- 
hood of 20%; these same doses would 
undoubtedly have been detrimental to patients 
of double that weight. It had been suggested 
to the authors that the best initial dose of 
G-23350 was between 16 and 28 mg., with 
maintenance doses varying from 2 to 8 mg. After 
more experience with G-23350, we have in- 
creased the initial dose to 40 mg., with the sole 
aim of lowering prothrombin level more rapidly 
and shortening the time of heparin administra- 
tion in cases necessitating its use. From start 
to finish of treatment in the same patient, we 
have been struck by the stability of action with 
relatively small doses compared to other anti- 
coagulants. Almost all the curves of prothrombin 
level have proven this stability with an average 
dose of 5 mg. a day for the 92 cases. This 
stability is of great clinical advantage. It 
eliminates all danger of formation of emboli dur- 
ing the course of treatment with anticoagulants, 
as this danger may sometimes exist with other 
anticoagulants. This rapidity and stability of 
action should not prevent the clinician from 
keeping close control of patients, by routine 
prothrombin-time determinations, during the 
course of the administration of G-23350. 


Control of the prothrombin level and the de- 
tails of the technique used are often not under 
the supervision of the clinician, who discusses 
only the results obtained. Faced with variable 
and contradictory results, the clinician may doubt 
the value and the stability of the ingredients 
used in the preparation of the thromboplastin 
solution; if he cannot rely on the laboratory, it 
is better to refuse to let the patient run the risk 
of more severe complications that could be fatal. 

In conclusion, the actual study of prothrombin 
and of proconvertin in all patients treated with 
G-23350 allows us to reach the conclusion that 
it is of high therapeutic efficacy in low doses, it 
is well tolerated and it is safe. It certainly 
answers the desiderata of clinicians who want 
effective anticoagulant therapy which is rapid 
and safe. 


The authors wish to record their grateful thanks to the 
head of the section of cardiology, Dr. R. Lefebvre, and 
also to the members of the medical staff of Hétel-Dieu 
Hospital for their helpful co-operation in allowing us to 
study their patients. 
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RESUME 


L’anticoagulant idéal devrait abaisser le taux de pro- 
thrombine 4 un niveau thérapeutique dans un temps 
minimum, conserver ce taux a ce niveau jusqu’a la dose 
suivante, permettre un retour a la concentration normale 
dans le plus bref délai aprés l’arrét du traitement et, 
enfin, étre bien toléré et sans effets toxiques. L’étude du 
G-23350 (Sintrom) a montré que ce produit s’avére 
supérieur sur tous ces chefs a plusieurs autres médica- 
ments synthétiques semblables. A dose thérapeutique, il 
est de 50 4 100 fois plus efficace que le Tromexan. Dans 
son action Loniessiligansiiindeatin, il se range avant 
le dicoumarol. 

Ce médicament fut employé chez 92 malades affectés 
de troubles cardio-vasculaires. Cinquante de ces malades 
ont subi une détermination quotidienne de la prothrom- 
bine, de la proconvertine, et de la proaccélérine. Les 
quarante-deux autres recurent l’anticoagulant selon les 
résultats des temps de prothrombine quotidiens dé- 
terminés par |’épreuve au chevet des malades. 

La durée des traitements s’échelonna de 7.4 60 jours. 
Quatre malades recurent du G-23350 pendant plus d’un 
an aprés leur sortie de l’hdépital; ils furent suivis au moyen 
de taux de prothrombine hebdomadaires. La dose initiale 
employée fut de 16 4 24 mg., quelquefois 40 mg., ce 
qui produisit un effet thérapeutique environ 48 heures 
plus tard. La dose de soutien fut d’environ 5 mg. par 
jour. Le retour a la normale s’effectua en général entre 
48 et,72 heures aprés l’arrét du traitement. Les quelques 
cas d’hémorrhagie répondirent rapidement 4 l’administra- 
tion de la vitamine K. Aucun signe de toxicité ne fut 
noté. L’intégrité de la fonction hépatique doit étre 
vérifiée avant d’entreprendre toute thérapeutique anti- 
coagulante basée sur les dérivés de la coumarine. 

M.R.D. 





SCALENE NODE BIOPSY IN 
DIAGNOSIS OF INTRATHORACIC 
DISEASE* 


NELLES J. ENGLAND, M.D., F.R.C.P.[C.],t 
London, Ont. 


IN THE DIAGNOSIS of certain intrathoracic dis- 
eases we are employing scalene lymph node 
biopsy with increasing frequency. It is considered 
worth while again to draw attention to the highly 
gratifying results which may be forthcoming 
from the use of this technique. 

In 1949 Daniels' described biopsy of the 
scalene node as a useful diagnostic procedure 
in intrathoracic disease when other methods of 
investigation had failed to establish an etiological 
diagnosis. Since then, the procedure has been 
further reported upon and has also been re- 
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ferred to as biopsy of the supraclavicular or deep 
cervical fat pad.” * ° The operative technique has 
been adequately described." * Positive diagnoses 
by the method have been reported in sarcoid- 
osis, Hodgkin’s disease, lymphosarcoma, tuber- 
culosis, bronchogenic carcinoma, secondary 
carcinoma, fungus infection, and pneumo- 
coniosis. Recently Harken and his associates 
have extended the procedure and combined it 
with a simple cervicomediastinal exploration.‘ 
~ The rationale of the procedure is found in the 
existence of lymphatic connections between the 
mediastinal lymph nodes and the scalene group 
of lymph nodes. It may readily be seen, there- 
fore, that the scalene node may reflect the path- 
ology in the mediastinum. On occasion, scalene 
node biopsy offers the only method of making 
an etiological diagnosis short of thoracotomy and 
in cértain cases much time and effort can be 
saved and a positive diagnosis established by 
using this method before other more commonly 
employed procedures. 
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The following are presented as examples of 
cases in which we have had satisfactory results. 


CasE 1 


J.M., a 30-year-old airman, was admitted to West- 
minster Hospital on January 27, 1954, for investigation 
of a pulmonary infiltration discovered in a routine chest 
roentgenogram. He was asymptomatic and physical exam- 
ination was negative. A tuberculin test was negative to 
1/10 mg. O.T. Chest x-ray showed perihilar infiltration 
in the left lung and soft infiltration in the first, second, 
and third anterior interspaces bilaterally. There was no 
evidence of mediastinal lymphadenopathy by tomography. 
Smears and cultures of gastric washings were negative 
for tubercle bacilli, On February 12, 1954, a scalene 
node biopsy was carried out. The pathologist reported 
the presence of Boeck’s sarcoid in the specimen. On 
February 18, 1954, the man returned to his full R.C.A.F. 
duties. He has been followed up at three-month intervals 
and when last seen on November 29, 1954, was still 
asymptomatic and showed gradual radiographic resolution 
of his pulmonary infiltration. 


CasE 2 


F.L., a 22-year-old airman, was admitted to West- 
minster Hospital on March 22, 1954, for investigation 
of a pulmonary lesion discovered in a routine roentgeno- 
gram. He was asymptomatic and physical examination 
was negative. Tuberculin test was negative to 1/10 
mg. O.T. Chest x-ray showed diffuse, mottled infiltration 
throughout both lungs with lymphadenopathy in the 
right paratracheal area. Sputum and gastric washings 
were negative for tubercle bacilli on smear and culture. 
A scalene node biopsy was carried out on March 25, 
1954. The pathological diagnosis on the removed tissue 
was tuberculous lymphadenitis, but this was later changed 
to Boeck’s sarcoid after negative culture and guinea-pig 
inoculation of material removed at operation. On March 
31, 1954, the patient returned to full duty with the 
R.C.A.F. When last seen on December 16, 1954, he 
was still asymptomatic and the previous pulmonary in- 
filtration had largely resolved, leaving only minimal 
residual fibrotic change. 


CasE 3 


H.S., a 60-year-old former army officer, was admitted 
to Westminster Hospital on December 20, 1954, from 
another hospital with a provisional diagnosis of pulmo- 
nary fungus disease. For 12 months before admission he 
had had severe, progressive dyspnoea. Extensive investi- 
gation in anak hospitals had failed to provide an 
etiological diagnosis for his diffuse pulmonary involve- 
ment. Tubercle bacilli had never been recovered and 
the tuberculin test was negative. Many antibiotics had 
been administered without appreciable effect. 

He was now cachectic, chronically ill, extremely 
ve and cyanotic with a respiratory rate of 60 
and requiring continuous oxygen therapy. There was 
clubbing of the fingers and toes, and moist rales through- 
out both lungs. The chest radiograph showed patchy 
areas of increased density throughout both upper lung 
fields with fibrosis and questionable cavitation; also in- 
volvement to a lesser degree in both lower lung fields. 
Laboratory studies were not helpful. Scalene node biopsy 
was carried out on December 23, 1954, and the patho- 
logical report on the removed tissue was of typical 
Boeck’s sarcoid. This man was treated with ACTH and 
cortisone but failed to respond favourably. At post- 
mortem examination, a diffuse pulmonary sarcoidosis was 
present. 


CAsE 4 


Mrs. J.K., a 41-year-old Dutch immigrant, was ad- 
mitted to the staff medical service of Victoria Hospital 
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on November 25, 1954. She had been in this country 
some four months. Her complaints were of fever, night 
sweats, cough, shortness of breath, tightness in her 
chest, and swelling of her face and arms. Her face and 
neck were puffy and there were numerous dilated 
superficial veins over the anterior chest with the blood 
flow directed downwards. These findings were con- 
sidered as clinical evidence of obstruction to the superior 
vena cava. There were no superficial palpable lymph 
nodes anywhere in the body. In the right chest there 
were all the physical signs of a large pleural effusion. 
D’Espine’s sign was readily elicited. The spleen and 
liver were not enlarged. Chest radiograph showed widen- 
ing of the superior mediastinum with massive enlarge- 
ment of the hilar glands and pleural effusion obscuring 
the lower half of the right lung. A scalene node biopsy 
was carried out, and despite the fact that no nodes could 
be palpated before operation, exploration of the scalene 
area disclosed numerous good-sized lymph nodes in- 
volved with a fleshy type of tumour growth. Pathological 
examination oad Hodgkin’s granuloma. She was 
given cobalt-60 beam therapy to the mediastinum and 
also deep x-ray therapy to her neck. She was discharged 
on December 24, 1954, having experienced some subjec- 
tive improvement. This, however, has not been main- 
tained and she has recently been readmitted with a 
massive right pleural effusion and evidence of further 
obstruction to the superior vena cava. 


Case 5 


Mrs. A.G., aged 60, was admitted to the staff medical 
service of Victoria Hospital on February 1, 1955, com- 
plaining of multiple, red, tender lumps on both arms and 
legs. She gave a history of a similar attack in 1947 and 
again three years ago. 

Examination showed typical lesions of erythema 
nodosum, consisting of raised, red, indurated lesions up 
to the size of a 50-cent piece over her lower legs, thighs, 
forearms, and upper arms, involving the extensor aspects. 
These were extremely tender to touch. Chest radiograph 
revealed evidence of hilar and mediastinal glandu 
enlargement and it is of interest to note that the chest 
radiographs of 1947 revealed a similar picture. There 
was no evidence of pulmonary infiltration. I.C. test was 
negative. Fluoroscopy with barium swallow showed that 
the cesophagus was displaced to the right in its lower 
portion, presumably by enlarged parabronchial and para- 
tracheal glands. Her case was presented at staff medical 
rounds and it was felt advisable to biopsy the scalene 
node in an effort to explain the mediastinal lymph- 
adenopathy. This was done and the removed nodes were 
reported to show Boeck’s sarcoid. The erythematous 
lesions gradually regressed and the patient was dis- 
charged to her home on February 14, 1955. 


COMMENT 


In Cases 1 and 2, the etiological factor in 
diffuse pulmonary infiltration was readily estab- 
lished in two apparently healthy airmen, thus 
allowing of suitable prognosis and management 
without undue anxiety or curtailment of activity. 
In Case 3, an etiological diagnosis was quickly 
made despite the fact that previous extensive and 
detailed study over a period of many months 
had failed to help. In Case 4, the etiology of the 
mediastinal lymphadenopathy and the superior 
mediastinal syndrome was readily revealed 
despite complete absence of any palpable super- 
ficial lymph nodes. The main interest in Case 5 
is in the association of erythema nodosum and 
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enlarged mediastinal glands. This association is 
well recognized and has been reported upon on 
numerous occasions. The fact that the medi- 
astinal adenopathy has been shown to be due 
to Boeck’s sarcoid in this case is of considerable 
interest. The possibility of Boeck’s sarcoid as an 
etiological agent in erythema nodosum is thus 
suggested. Further scalene node biopsies in cases 
of erythema nodosum associated with medi- 
astinal adenopathy would be of interest. 


BRONCHOGENIC CARCINOMA 


Previous reports’ * suggest the value of exam- 
ination of the scalene nodes in assessing prog- 
nosis and operability in bronchogenic carcinoma. 
As our experience did not seem to agree with 
this suggestion, further investigation was carried 
out. From a study of 10 cases of bronchogenic 
carcinoma at Westminster Hospital in which the 
scalene nodes were removed either pre-mortem 
or post-mortem, we feel that the procedure has 
only limited value in the clinical study of this 
disease. In five cases in which the nodes were 
positive there were either generalized wide- 
spread metastases or extensive mediastinal 
spread, and in these cases the inoperability was 
obvious from the physical and x-ray findings. 
Of five cases in which the procedure gave nega- 
tive results, two had widespread metastases and 
three had local mediastinal spread with in- 
operability. Certainly; therefore, a negative 
scalene node examination does not guarantee 
operability. It may give a histological diagnosis 
when this has not been forthcoming by broncho- 
scopic or cytological study and in certain far- 
advanced. cases it may provide a simple way of 
establishing a histological diagnosis quickly, thus 
avoiding more distressing investigative pro- 
cedures. 


SUMMARY 


1. Biopsy of the scalene group of nodes is a 
simple investigative procedure which will give 
many positive diagnoses in otherwise obscure 
cases. 

2. It is particularly indicated in cases where 
radiography reveals diffuse pulmonary infiltra- 
tion or where mediastinal lymphadenopathy is 
present. 

3. The scalene group of nodes appears to be 
frequently involved in pulmonary sarcoidosis, 
and a high percentage of positive diagnoses may 
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be obtained in this disease even in the absence 
of enlarged peripheral nodes. 

4. In certain cases, the early use of this pro- 
cedure will quickly establish an etiological diag- 
nosis and much unrewarding investigation will 
be avoided. 


I wish to express my appreciation to Dr. E. A. Fergus- 
son, Superintendent, Westminster Hospital; to Dr. Nathan 
Heller tor his help in the early part of this work; to the 
Departments of Surgery and Pathology, Westminster 
Hospital; and to Professor F. S. Brien for his permission 
to use the cases from Victoria Hospital. 
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RESUME 


La biopsie des ganglions lymphatiques de la région 
du scaléne est pratiquée de plus en plus fréquemment 
et s avére fort utile dans le diagnostic de certaines affec- 
tions intrathoraciques obscures. En effet, vu les com- 
munications entre le réseau lymphatique du médiastin 
et celui de la région scalénique, les processus pathologi- 
ques médiastinaux sont reflétés dans les ganglions du 
scaléne. Les renseignements obtenus par cette intervention 
ont presqu’autant de valeur diagnostique que peut 
offrir une thoracotomie exploratrice. 

Cinq cas sont rapportés par l’auteur dans lesquels cette 
manceuvre a été d'un grand secours en signant le diag- 
nostic (quatre de sarcoidose et un de Hodgkins). Dans 
les cas de carcinomes bronchogéniques, un ganglion 
négatif ne signifie pas nécessairement une indication pour 
intervention, puisque des cinq cas de biopsie négative 
dans la série des dix cas rapportés par l’auteur, aucun 
d’entre eux ne présentait une lésion suffisamment 
circonscrite pour permettre une résection efficace. 

M.R.D. 





THE EDUCATED MAN 


“What qualities does the world expect of a well- 
educated man? That he should have a tough and in- 
quiring mind, able, and indeed anxious, to tackle new 
problems, new situations. That he should be creative, not 
hidebound, independent and not relying solely on the 
minds of others. That he should be well informed gen- 
erally and really knowledgeable about certain subjects or 
parts of subjects. That he should appreciate spiritual and 
zesthetic values. That he should be intellectually honest, 
able to recognize a hard fact, and not afraid to give up 
preconceived ideas in the face of demonstrable proof. 
That he should be able to express himself clearly, con- 
vincingly and concisely in writing and in speech. That he 
should be able to live with and collaborate with others, 
showing the tolerance which arises from an understanding 
of studies and beliefs other than his own, but not toler- 
ance of slovenliness of any kind. That he should exhibit 
the qualities of perseverance and humility, and above 
all, of judgment.”—Science, 177: 1158, 1956. 
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THE GALLIE TENODESIS* 


W. T. MUSTARD, M.D. and 
GLEN McDONALD, M.D.,t Toronto 


TENODEsIS, or tendon fixation, is the term applied 
when a tendon is converted into a ligament. The 
tendon is divided proximally, near the function- 
less muscle belly, and anchored into bone. If 
the cut end of the tendon can be made to unite 
with bone, an effective check ligament may be 
produced. 


Dr. Gallie, in 1913, published his first paper 
on tenodesis of the tendon of paralyzed peronei 
into the fibula to prevent varus deformity of 
the foot. Subsequent publications included teno- 
desis of the anterior tibial for drop foot and of 
the Achilles tendon for calcaneus deformities. 


A great number of these operations were done 
by Dr. Gallie and others during the next decade 
but because of many poor results the operation 
gradually was supplanted by arthrodeses of 
various types. Very few orthopedic surgeons of 
this generation have any knowledge of the oper- 
ation. 


Our interest in tenodesis was awakened as a 
result of seeing children, too young for arthro- 
desis, developing serious foot deformities which 
could not be controlled by tendon transfer oper- 
ations. We therefore decided to analyze the 
cases of tenodesis to ascertain the causes of 
failure and of success (Table I). As a result of 
the analysis we felt that failure could be attri- 
buted to faulty technique (including postoper- 
ative care) and to incorrect selection of cases. 


' 











TABLE I. 
TENDO ACHILLIS TENODESIS 
(5-25 Year Fo.tiow-vp) 
PI ooo oa Sat ea Wisi a Pia aah 100 
Patients seen or contacted by questionnaire.... . 56 
I ats dhs. ¢ derchs-a haa tad Race eer ae a's 42 
PareRe oho che ss ae ess reek: 14 


12 successful cases over 20 years’ follow-up 





A tendon, whose. tensile strength has been 
estimated as 10,000 pounds per square inch of 
cross-section, will not stretch. The importance of 
the union of the divided end of the tendon with 
bone is therefore obvious. Dr. Gallie’s observa- 


*From the Surgical Department, Hospital for Sick Chil- 
dren, Toronto. 


tFellow in Poliomyelitis Research. 
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tions over the years enable us to establish certain 
criteria for successful fixation of tendon to bone 


(Table II). 


TABLE II. 





CRITERIA FOR FIXATION OF TENDON TO BONE 





Blood supply. 

Large area of raw contact. 

Small transverse diameter of buried tendon. 
Prolonged immobilization. 


> OO DO 





1. Despite the low metabolism of tendons the 
blood supply entering by paratenon should be 
preserved wherever possible. 

2. Union to bone is by scar tissue and there- 
fore the tendon should be scarified and the bone 
roughened to secure as large an area of contact 
as possible. 

3. A large transverse area of tendon enclosed 
within bone will undergo necrosis in the course 
of time. The transverse area should be lessened 
by splitting the tendon and allowing tissue fluid 
to keep it alive. 

4. A long period of immobilization is neces- 
sary to secure adequate union to bone. 


+ Normal 
Foot 






Calcaneus 
Foot 
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TABLE III. 





TENDO ACHILLIS TENODESIS 
6 Montus-4 YEARS FoLLow-uP 


Pa erat 5) 2 oho > Osea 8 al Anca ee 25 


IR: 4.5. Ck dade a whee eee eens 19 
BE KS eo Rew koe Oe ae ee ee eee 6 
I a0 bic. Onin png ronenemenihen 6 months 
I tithe a's iene arene ademas 1 year 
TO 555 cise ss 6 es a ea isles 2 years 
OTT er Cr re 3 years 
I ee te. wis is eat as bane eaten 4 years 





Observation of the above technique should 
ensure a successful tenodesis, yet in spite of 
adherence to these criteria certain tenodeses will 
fail. We believe that a very powerful opposing 
muscle will eventually pull the tendon away 
from bone despite good union. One must con- 
sider the selection of cases on this basis. 

Peroneal tenodesis is unable to hold opposing 
strong anterior and posterior tibial tendons. 
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is very effective in preventing a calcaneus defor- 
mity and eliminating a calcaneus gait. However, 
one does not always have good musculature to 
transfer to the heel, and we felt that these ten- 
dons should be reinforced with a tenodesis in 
slight equinus. This observation we considered 
original until we found that Dr. Gallie had 
reached the same conclusion in 1918. Dr. Gallie’s 
remark was rather typical: “Remember that an 
original observation is not made less original by 
someone else’s having made the same observa- 
tion. I found on publishing my work that an 
Italian surgeon named Sangiorgni had done a 
tenodesis in 1901” [Fig. 2]. 


CONCLUSION 


In the absence of transferable tendons, teno- 
desis of a paralyzed calf muscle in the presence 
of dorsiflexor power is a satisfactory operation 





Fig. 2.—Original plaster moulds of a patient’s foot made by Dr. Gallie: (a) 1913, age 9; 
(b) 1918, age 14; (c) 1938, age 34. 


Anterior tibial tenodesis will not hold up in the 
presence of a strong calf, and Achilles fixation 
will fail in the presence of a strong anterior 
tibial muscle and normal dorsiflexors of the toes. 

With these thoughts in mind we felt that in- 
terest in Achilles tenodesis for paralysis of calf 
musculature in the young should be reawakened. 


In the absence of calf musculature and of 
transferable tendons where dorsiflexor power is 
present, not only does the child have a cal- 
caneus gait unrelieved by bracing, but a pro- 
gressive calcaneus deformity of the foot ensues 
with growth (Fig. 1). We have performed an 
Achilles tenodesis on many of these children 
over the past five years with gratifying results 
(Table III). 

Transfer of a strong tendon such as a normal 
tibialis posterior and normal peronei, to the heel, 





in the pre-fusion age. The presence of a strong 
anterior tibial muscle may invalidate the result. 
Certain criteria must be observed to ensure suc- 
cess. An Achilles tenodesis may be of value to 
reinforce a weak transfer to the os calcis. 





EFFECT OF RESERPINE ON 
LEARNING AND PERFORMANCE 


Experiments on rhesus monkeys at the Institute of 
Living, Hartford, Conn. (Science, 123: 1116, 1956), 
strongly suggest that reserpine depresses not only per- 
formance but also learning. Animals under reserpine 
appeared to be functionally impervious to conditioning 
and extinction events, and had to “start from scratch” 
once the drug had worn off, but subsequently responded 
normally to such events. 
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OVERT HOMOSEXUALITY 
WITH SPONTANEOUS REMISSION 


MARVIN WELLMAN, M.D.,* 
Baltimore, Maryland, U.S.A. 


MEN WHOSE PERSONAL difficulties involve homo- 
sexuality discuss their problems more readily 
than they did a decade ago. Many factors have 
played a part in producing this change. One 
factor is the wide publicity given the Kinsey, 
Pomeroy and Martin report; another, the in- 
creased space given to discussion of homosex- 
uality in current periodicals. 

Although homosexuality is not a disease," 
homosexual hehaviour and attitudes frequently 
occur as neurotic symptoms.? These symptoms, 
in the subject of the present study, led to the 
solution of the conflict which caused them. The 
neurotic syndrome was an effective adjustment 
mechanism and its success resulted in the spon- 
taneous remission of the neurotic syndrome, 
including the homosexual behaviour. 

In spite of the fact that homosexuality gets 
little frank attention, it has been said to be as 
commonplace as tuberculosis.* Kinsey, Pomeroy 
and Martin report that in the U.S.A. 37% of 
adult males have some homosexual experience 
before the beginning of adolescence,* and that 
4% of adult males are exclusively homosexual.’ 
This large proportion of men reported to have 
had overt homosexual experience and the rela- 
tively small number known to any one of us 
presents a paradox which is emphasized by the 
public attitudes which stigmatize permanently 
on the strength of a single known homosexual 
episode.’ Notwithstanding this generally ac- 
cepted attitude, the majority of men who seek, 
or are seduced into, homosexual expression in 
their young adult life later achieve satisfactory 
heterosexual adjustment.’ The present report is 
on a long-term study of homosexual behaviour 
which was discovered during an investigation 
following a sprained ankle. It illustrates how in- 
nate tendencies and social influence may work 
together towards producing a healthy and 
heterosexual personality. 


PRESENTING PROBLEM 


A 22-year-old man was referred for psychiatric 
appraisal. He had sprained an ankle six weeks 
previously and could walk only with the help 


*Surgeon Commander, Royal Canadian Navy. 
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While under treatment for the 
sprained ankle the patient reported attacks of 
palpitation, shaking, and unpleasant abdominal 
sensations associated with conscious anxiety. 


of a cane. 


PRELIMINARY PSYCHIATRIC IMPRESSION 


The psychiatric examination revealed that the patient 
had closer home ties than most young men. The parents 
were in good health and the home was a happy one. The 
patient was the eldest child; the second was a healthy 
male, 18 months younger. The patient had left home 
four years before the examination. 

His first sexual knowledge was obtained from books 
and from a talk with the family doctor which the mother 
had arranged. Masturbation occurred occasionally be- 
tween the 14th and 17th years, but ceased because of 
associated feelings of guilt. 

The patient began to work when he was 18. At 19 he 
entered into a homosexual liaison with a man of about 
his own age. A few weeks after this he feil in love with 
a girl he met while at work and they became engaged. 
The homosexual relationship broke up six months later. 
The patient claimed that there were no further affairs 
with men, though he liked being with them. At the same 
interview he reported developing an antipathy towards 
girls, that he did not feel erotically stimulated when 

ancing with them and that he was afraid he was be- 

coming a “homosexual”. He was also afraid that his 
workmates would realize this and take advantage of him. 
He decided that under the circumstances it would not be 
fair to get married. He ruminated unhappily over the 
necessity of discussing his sexual problems with his 
fiancée. 


This young man was popular with both men and 
women. He was a fair athlete and, before spraining his 
ankle, had been an active participant in sports and danc- 
ing. He took part in social activities graciously and with 
obvious enjoyment. The psychometric results indicated 
that his intelligence was above average. 

He was a fat man (40 lb. overweight) who walked 
with a slight limp and used a cane. He waggled his 
buttocks as he walked. He had a well-trimmed bushy 
beard, and somewhat colourful but immaculate clothing 
with tightly cut trousers. Numerous mannerisms were 
present which suggested exaggerations of those com- 
monly used by women. 


The patient complained of acute tenderness extending 
from the tip of either malleolus across the front of the 
injured ankle. His skin was clear and his voice was 
high-pitched and feminine; the rise in pitch had fol- 
lve an attack of laryngitis about six months before 
he sprained his ankle. The subcutaneous fat was much 
thicker over the pectorales, abdomen and buttocks than 
elsewhere. He gave the impression of being narrow- 
shouldered and broad-hipped; the distribution of the 
beard and pubic hair was male. The body hair was 
sparse and almost entirely absent over the pectorales. 
Physical examination of the heart and electrocardio- 
graphic studies were negative. The genitalia were normal 
adult male. The right upper abdominal reflex was per- 
sistently absent. 


At the end of the preliminary investigation 
the patient was considered an “absolute” homo- 
sexual.® ° The voice, the skin, the subcutaneous 
fat distribution and the broad hips suggested a 
physiological basis. There was no endocrino- 
logical investigation’® as facilities were not avail- 
able at that time. 
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PSYCHIATRIC INVESTIGATION— 
(A) GENERAL 


This investigation was interrupted, but not 
before it had revealed a clinical picture very 
different from that given by the preliminary 
examination. His progress since the interruption 
has been followed by an occasional interview, 
separated sometimes by as little as three months 
and on other occasions by as much as 24. Until 
the patient had been under investigation by the 
one physician for almost two months, he re- 
peated the myth of the happy home and much 
of his report was a deliberate fabrication or the 
result of localized amnesia and _ retrospective 
falsification of memory. The fabrication aimed 
at presenting his actions and feelings in a form 
which would bring less social disapproval than 
he expected would result should he honestly 
expose them. 

Actually, the parents were almost completely 
estranged although living in the same house. 
Their conversation was limited to an occasional 
remark or to vicious quarrels. The mother con- 
sidered the father a paying guest; the father 
considered the mother an incompetent and irri- 
tating housekeeper to whom he was legally 
bound. 


Since the patient’s first homosexual affair he had been 
engaged in one such romance after another, runnin 
concurrently with the heterosexual romance. He ha 
become engaged following a sudden and _ irresistible 
romantic love. This romance puzzled him because of his 
homosexual interests! and because his fiancée was very 
different from what he had expected her to be. For 
certain reasons he and his fiancée had delayed their 
marriage. He had abstained from sexual relations with 
her because he feared venereal disease; other men had 
contracted Neisserian infections from her. At the time 
he sprained his ankle, he was losing interest in this young 
woman. 

The patient frequently experienced erotic dreams in- 
volving male figures, and was acutely and erotically 
conscious of attractive young men whenever he saw 
or spoke to them. At the time of his injury he was 
beginning to read everything that he could find on 
homosexuality, including stories of outstanding men 
with alleged homosexual interests, which he was relating 
to their achievements.12 

Anxiety attacks occurred when he ruminated over the 
necessity of telling his straight-laced mother about his 
sexual difficulties. The suggestion that there was no need 
to tell her about his sexual deviation was promptly re- 
jected; he had always confided in her, and in any case 
she was bound to discover that he was a homosexual. 
She would be hurt less if he confided in her than if she 
learned of it from some other source. He was reminded 
that he had failed to confide other erotic activities, but 
he insisted he had always confided everything that was 
truly important, such as his decision to get married and 
his conversion to the religious faith of his fiancée. 

Every one of the long daily letters from the mother 
included instructions that the patient should not smoke, 
that he should not drink, that he should not go out with 
girls for fear of catching venereal disease and that he 
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should hurry up and get a good job so he could make 
a home for her and get her away from the home of 
his father. The patient volunteered that getting married 
was out of the question because of his homosexuality 
and that this made the difficulty of establishing a home 
for his mother less than if he were establishing one for 
a wife as well. 

The patient felt warmly towards the father and, at 
the same time, he accepted his mother’s opinions of the 
father with little question. The father’s letters were short 
but were undoubtedly the sincere letters of a loving 
father. Details about the behaviour of the father did not 


- entirely support the criticisms of his wife. 


The mother resented being a housewife and bein 
dependent, economically and financially, on her husband. 
She was a woman of broad cultural interests and better 
than average athletic ability. She encouraged the pa- 
tient to do the housework and discouraged him from 
taking part in games played by the neighbourhood boys. 
She supervised his activities closely, repeatedly express- 
ing the intention of preventing him from growing up 
with the undesirable traits of his father. 

The patient remembered parental quarrels which 
terrified him and which ulate occurred as early as 
his third year, but very little penetration of his psychic 
life before 6 years of age was achieved. Between 5 and 
10 years of age his favourite game was “playing house”.12 
He could remember, when he was eight years old, his 
father called him a “sissy” and praised the manly traits 
of his brother, who was “daddy’s boy”. 

The patient determined to demonstrate his superiority 
by excelling in the sports and social accomplishments 
encouraged by his mother because, he told himself, he 
hated the activities which his father called “manly”. The 
mother gave the patient a much greater portion of her 
time, interest and affection than she gave his younger 
brother. By the time both boys were in their teens the 
older son was following chen his mother’s pattern of 
likes, dislikes and activities. Any departure from the 
pattern of conduct which she prescribed was more 
strictly censured in the patient than in his brother. 

The younger brother had always been the object of 
some jealousy. By his acceptance of the interests and 
the activities of the father he played the part tradition- 
ally taken by the eldest son. The patient was also 
jealous of the privileges which the mother reluctantl 
granted the younger son, such as permission to play ball 
Until the patient was about 10 years of age the jealousy 
had been open and bitter, but he later accepted his 
brother, although with reservations. 

The patient was a tall boy at 14 years of age and be- 
came his mother’s habitual escort to social functions. 
He was proud to be accepted, among his mother’s 
friends, more as an adult than as a boy and also to be 
his mother’s escort. He described her as being “beautiful, 
almost too beautiful”. Shortly after he became her 
customary escort, she began having “heart-to-heart” talks 
with him. He was told about the dangers of tobacco, 
of alcohol, and of going out with girls. When he was 
16 she persuaded the patient to promise that he would 
not get married during her lifetime, and over the years 
which followed, before his final escape from the major 
portion of her influence, he was frequently reminded 
of this promise. 

Abortive rebellions against the mother’s authority 
were promptly crushed. At 16 he began to experience 
stronger resentment against her control but could not 
break it because he “did not have the heart to hurt 
her”. When 17 he began going out with girls occasion- 
ally. As long as this was infrequent the mother accepted 
it as part of the proper social activity of a young man, 
but any more active attempts at breaking away from 
her influence were met with a barrage of pleading and 
cajolery. On several occasions she was so disturbed by 
his threatened actions that she had an attack of anxious 
semi-coma which otherwise only occurred during quarrels 
with her husband. 

During the same year the patient became very much 
attached to the infant daughter of a neighbour. When 
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he later left home he regretted leaving her and he con- 
tinued to remember the child with deep affection. 

When 18 the patient decided that he should get away 
from home. He announced he was leaving school and 
deliberately got work in a distant city. He discovered 
his mother still exercised considerable influence through 
daily letters which she expected him to answer every 
day. In a few months he observed that he was being 
more careful about his bodily care, the clothes he wore 
and the way he wore them. He gained more than 40 
pounds the first year away from home. 


(B) EpuCcATION 


At 5 or 6 years of age the patient was instructed in 
the simpler aspects of sexual physiology by a boy 3 or 4 
years his senior. Following this instruction and while 
still in his 6th year he and a girl of about the same age 
began to experiment sexually with each other, and their 
relations continued until during his 14th year be became 
very self-conscious with all girls, his sexual partner began 
to fear pregnancy and sexual intercourse ceased by 
mutual consent. A short time after this he began to 
masturbate and experienced guilt and fear because of it. 

Sexual intercourse frequently occurred when the pa- 
tient went out with girls. After leaving home such inter- 
course was more frequent until after the homosexual 
activity began. His attitude towards the first homo- 
sexual approach was one of wonder and curiosity. He 
was not aware of any feeling of guilt, although he was 
aware that people in general would disapprove. After 
this, the frequency of heterosexual] activity sharply de- 
clined, ard in the three years after his engagement there 
were only two episodes. On both occasions intercourse 
took place hecause he feared that, if it did not, the 
rr concerned would suspect that he was a homo- 
sexual. 


(c) Incest INTEREST 


The patient related sexual curiosities concerning his 
mother which probably began as early as 3 or 4, and 
frankly incestuous fantasies beginning as early as 8. 
After the talk on sex by the family doctor, the mother 
took him into the bathroom and showed him, as she 
said, “how a woman was shaped differently from a man”. 
The time spent on fantasies of incest and the intensity 
of the individual fantasies were greatest during his 
17th and 18th years. They decreased sharply following 
the beginning of overt homosexual activity and again 
after his engagement to be married. By the time he 
sprained his*ankle conscious incestuous fantasies were 
of short duration and irregular, for a few moments two 
or three times a week. 


(D>) BREAKING OF HoME TIES 


A few days after the more intensive investiga- 
tion was interrupted, the patient severed asso- 
ciations with any who knew of his sexual 
difficulties and went to the home of his parents. 
During the next couple of weeks he spent much 
of his time wondering what he should do. The 
painful weakness of his ankle was still present. 
He was tortured by a sense of guilt because of 
the secret he was hiding from his mother. He 
believed that he would have to leave home once 
he confided in her. He could walk readily with 
a cane, but he knew that he would have diffi- 
culty getting work as long as his ankle was weak. 
He hesitated to risk being on his own resources 
while suffering from this handicap. 
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During the second week at home he recog- 
nized that one of his acquaintances was a 
“homosexual”. The relationship between them 
was one of casual friendship but the patient was 
certain that it would be only a matter of time 
until there were overt acts, about which his 
mother would learn. He drew what money he 
had from the bank, packed a bag, and an- 
nounced to his parents that he was a “homo- 
sexual”. His manner of doing this was one of 
issuing a challenge. He was grown-up, he de- 
clared, and he had his own life to lead. Sexual 
interest in men, rather than in women, was 
natural for him and he had no intention of 
relinquishing his natural way of life. His par- 
ents supported each other, in the angry scene 
which followed, for the first time in the memory 
of the patient. He announced the situation to his 
fiancée, who told him their engagement was 
ended. 

The patient went to a strange city, where he 
began to use alcohol as a sedative during the 
first month because he was depressed and slept 
poorly. In two or three weeks he was only 
sleeping when he drank himself to sleep. He 
decided to write the story of his life. It might 
help someone and it might even become a best 
seller. If it did, he hoped that his prestige in 
the eyes of his parents would be restored in 
spite of his homosexuality. When the book was 
completed he would kill himself. He bought a 
supply of the kind of exercise book he had used 
at school and wrote steadily every day until his 
hand would not form readable letters. He would 
then lie down and try to relax so that he would 
be able to write again as soon as possible. On 
occasion he would throw himself on the bed 
and weep. He slept only when he was not able 
to write. He ate as rapidly as he could. He 
stopped drinking alcoholic beverages but drank 
large quantities of coffee. 

Certain rational factors which assisted in the 
patient's recovery became prominent at this 
time.** He developed some comprehension of 
the environmental problem which had resulted 
from his homosexual behaviour and he con- 
sidered carefully the difficulties which he could 
expect in the future should this behaviour con- 
tinue. No insight developed into any such pos- 
sibility as the homosexuality’s being part of an 
attempt to break away from his mother or, if 
that purpose failed, to adjust himself to her 
demands. 
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After devoting himself for four months to an 
attempt to write his autobiography the patient 
was sleeping soundly at night and hungry almost 
any time he thought about food. His anxiety 
attacks had ceased. Each night when he went 
to bed he was eager for the next day so he 
could get on with his writing. He had no thought 
of suicide. He could walk without his cane but 
still limped. 


By this time he was almost completely out of 
money, so he found a job. In a few days the 
ankle was so painful that he had to quit work. 
This happened repeatedly, but after six months 
the ankle had improved to such an extent that 
he could work steadily. He ceased writing after 
beginning employment. 

The patient made no friends for about two 
years after leaving home. At first he did not 
want to meet anyone and later when he was 
working he feared that any man he met might 
have designs on him. By the time he started 
to work he had decided to be heterosexual in 
behaviour, and as much as possible, even in his 
thoughts. If he could not control his thoughts, 
he had decided that he would live continently. 
Making: this decision was a blow to his pride 
because he felt that he was giving up something 
which belonged to him. At first, he was bitter 
towards the society which demanded so great 
a sacrifice. He attempted to prevent his ruminat- 
ing over the attractive qualities of men although 
he could not prevent recognizing those qualities. 


During the second year after he was ordered ° 


to leave home, the patient discovered a satisfac- 
tory occupation closely allied to that of his 
father. By this time he was aware of only oc- 
casional and transitory homosexual desires. After 
he had been working a few months at his 
chosen career, he wrote to his parents. It was 
the first letter he had ever written to both of 
them. He told them what he was doing and 
what he was planning. He hoped that they 
would forgive him. Whether they forgave him 
or not, he was going to write home every few 
weeks. His homosexual ideas, he wrote his par- 
ents, were things of the past. They had been 
the result of getting mixed up during adoles- 
cence and an aftermath of the experiences of 
war. He did not want to receive a letter from 
home more often than every two weeks because 
he did not think it was good for him. He would 
tear up, without reading, letters which arrived 
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at more frequent intervals. His parents answered 
promptly. 

Having broken the smothering maternal 
bonds, the patient was free to select a girl who 
possessed the qualities which he admired in 
a woman.’® He renewed the acquaintance of a 
girl he had known when he was going to school. 
Previously his own incestuous desires would 
have been inflamed by such a girl and with 
them his feelings of guilt. Now the attraction, 
which the opposite sexual characters exercise on 
one another, was free to play its part’® un- 
hampered by any suggestions of the beloved 
mother in the girl’s appearance and behaviour. 

The patient has worked steadily since and 
with gratifying recognition for his efforts. His 
marriage, in which he is the dominant partner, 
is successful. His physical health is robust. 
Weakness of the right ankle ceased during the 
second year away from home and has not re- 
curred. He is about 10 pounds overweight. The 
fresh girlish appearance of his skin was lost as 
a result of neglect. The voice is not noticeably 
high. His feminine mannerisms are gone. He 
does not waggle his buttocks and he does not 
wear tight trousers. 

The change in personality would seem to be 
more the result of a quantitative change of his 
various characteristics than a qualitative change. 
This quantitative change has resulted in the pa- 
tient’s having the general appearance of robust 
masculinity.” 


DIsCuSSION 


Both medical’?® and non-medical’® writers 
have emphasized the important part played by 
parents, who have strongly positive feelings for 
each other and for the child, in the development 
of adult heterosexuality. The subject of this 
study told of a home where the daily atmos- 
phere was one of tension and discord. He was 
the love-object of a mother who made him, in 
large part, a substitute for her husband. The 
mother discouraged any behaviour which sug- 
gested the pattern set by the father. In spite 
of her antagonism a considerable intensity of 
affection for the father, and of wanting to be 
one with the father, did develop.” 

The mother, as a result of being the source 
of nutrition and care, became also the primary 
authority on right and wrong.” When she at- 
tempted to hold this prestige, she was able to 
retain more than was given to her husband. 
The results of the affection and other positive 
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attitudes for the father which did develop 
showed themselves in the behaviour of the pa- 
tient. As long as he was at home this resulted 
in repeated beratings by the mother, wlio inter- 
preted it correctly. It did remind her of the 
father because it did reflect the attitudes of 
the father. 


As a little boy the patient did not go through 
the usual intense identification process with his 
father because he was the successful rival of 
the father in so far as the warm positive feelings 
of the mother were concerned. Except for 
genital congress and the prestige resulting from 
physical strength, size and economic power he 
had succeeded in taking the place of his father. 
However, the father did have the enviable and 
admirable characteristics of strength and size 
and economic power and he did have strongly 
positive feelings, which he was able to express, 
for his son. The resulting identification and the 
influence exerted by the cultural standard of 
what was right and fitting for a man were 
together adequate for the eventual achievement 
of heterosexual adjustment. 

The patient grew to adult life modelling most 
of his standards of conduct on those of the 
mother. His attachment to the infant child of the 
neighbour suggests a process of psychosexual 
maturation was occurring similar to that usually 
experienced by little girls.2? The rivalry with 
the brother, which was suppressed, has been 
described as encouraging the development of a 
feminine attitude towards the love life and the 
object of love in some patients. 


An important factor, which has only been 
alluded to, in determining the final outcome was 
contributed by society which prescribes differ- 
ent sets of activities for men and women from 
their earliest existence.2* This patient was a 
socially conscious individual. As a boy he gladly 
ran after balls which nobody else wanted, for 
the sake of being tolerated; and as a man, self- 
isolated in his rented room and really alone for 
the first time in his life, he decided to return 
to society in a way which would be acceptable 
to society. 

The patient left home to escape from the 
mother, but even away from her physical pres- 
ence he was not strong enough to escape. Every 
day brought letters with their admonitions and 
warnings against heterosexuality, their insistence 
that he should not marry and their demand that 
he provide a home for her. The mother expected 
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an answer every day, and her son answered 
almost every day until after he sprained his 
ankle. Instead of attaching his interests and 
feelings to the new people and new things 
around him after he first left home, there is 
evidence of regression. A rapid gain in weight 
suggests an increase in oral erotic satisfactions, 
and his becoming even more particular in the 
care and adornment of his person, suggests 
narcissistic regression. In addition to the 
mother’s conscious demands, the patient was 
aware of incestuous longings and fantasies from 
which he likewise could not escape and which 
carried with them a heavy burden of guilt. 


The compelling nature of the romantic attrac- 
tion to the young woman, which was considered 
remarkable by the patient himself, owed its 
strength to a variety of sources. In part, it was 
derived from the masculine portion of the 
superego which was reluctant to yield its claim 
to heterosexuality. The striking difference be- 
tween the fiancée and the mother from whom 
the patient was trying to escape made romantic 
love of the girl a positive act of independence. 
She satisfied the ambivalent neéds of the pa- 
tient’s. love attitudes towards his parents. Love 
for her served as a strongly aggressive action 
directed at both of them. There was the un- 
conscious wish, expressed as a fear, that his 
mother would reject him when the romance was 
revealed to her. He could then discard the out- 
grown bonds of their mutual love without an 
intolerable burden of guilt. The patient was 
compelled to confide first his heterosexual 
romance which carried with it the lesser social 
stigma. Only when this failed to bring about 
the desired, although feared, result did he feel 
the compulsion to confide the homosexual 
activity. 

In addition to any sexual gratification, homo- 
sexuality filled a variety of this man’s require- 
ments. He was better able to avoid hetero- 
sexuality, his promise to his mother not to marry 
during her lifetime was less burdensome and 
it made setting up a home for the mother less 
difficult.2* It helped protect the patient against 
incestuous desires.2> His increased narcissistic 
needs were gratified by a love object selected in 
the pattern of the love object of the mother on 
whom he could lavish some of the love and care 
which he had experienced from her.”® The homo- 
sexual love object helped build up his self- 
esteem, which had suffered when he failed to 
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escape from the influence of his mother. His 
feelings for her were strongly ambivalent. Love 
for the man struck a blow at the mother, and 
to make sure that the blow was struck the pa- 
tient felt it was necessary to tell her of his 
homosexual love. Rivalry with the father was 
not resolved and homosexuality served as an ag- 
gressive act against him as it was against the 
mother. During the investigation the patient was 
aware that homosexuality would solve his prob- 
lem of escape from the mother by causing her 
to reject him, but it did not occur to him that 
his homosexual interests and behaviour were 
unconsciously motivated with that aim. 

The greatest efflorescence of homosexual 
interests and other neurotic symptoms followed 
the sprain of the right ankle. For a time he was 
encouraged to use a cane. When the patient was 
a child it had been necessary for his father to 
use a cane. The need of the patient to carry a 
cane assisted him in vividly recalling his father. 
This supported the frail portion of the superego, 
derived from the father, which had not been 
able to make an effective protest against the 
homosexual behaviour.?7 The revival of the 
father’s influence awakened the patient to the 
importance of the standards of the culture, 
especially to those standards laying down the 
“right” behaviour for a man. 

When the patient revealed his “homosexual 
nature’ to his parents, the mother was the one 
who took the initial step by rejecting him. He 
was then able to assert his independence without 
painful feelings of guilt. The need for homo- 
sexuality was over, but sexual needs demonstrate 
adhesiveness in withdrawing from objects which 
they have once invested. The need for the 
fiancée had likewise passed and the patient used 
the same lever to escape from her that he had 
used to escape from his home. He found, as 
Stevenson has said of the reverse situation, that 
the road he had travelled was still open behind 
him.** He was able to assess his problems on an 
intellectual level. Abreactions, associated with 
the writing of his autobiography, seem to have 
played a part in determining his remission. The 
expenditure of intense emotion, as he tried re- 
peatedly to describe painful experiences, was 
followed by episodes during which he could 
write of these calmly. In his notebooks he wrote 
of “crying himself out” over a particular event 
and feeling better about it. The motivation to 
turn to homosexuality would seem to have been 
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on an unconscious level, but intellectual factors 
played an important part”® in the remission. 
Kinsey, Pomeroy and Martin point out that 
there is some question whether subjects have 
homosexual histories because they are neurotic, 
or whether their neurotic disturbances are the 
product of their homosexual activities and the 
associated reactions of society.*® In this patient 
the neurotic disturbance included the homo- 
sexual behaviour, and the entire clinical picture 
was part of an attempt to satisfy his needs in his 
particular environment. The recognition of a pos- 
sible organic basis*! threatened to obscure the 
obligation to arrive at an accurate diagnosis by a 
study of all etiological factors open to further 
investigation, including the psychic. 


CONCLUSIONS 


1. Homosexuality occurred as a_ neurotic 
symptom along with other neurotic symptoms. 

2. The malignant influence of the patient's 
mother could only be surmounted when she re- 
treated from the position of pre-eminence which 
she had occupied in her son’s life. 

3. The drive towards health*? was then ade- 
quate to result in the ceasing of homosexual and 
other neurotic behaviour. One of the factors in 
this drive was that portion of the superego which 
had taken its standards of right and wrong from 
the father and later from society.** ** 


SUMMARY 


The investigation of symptoms following a 
sprained ankle led to the discovery of homo- 
sexuality which had been manifest for more than 
three years. The perversion occurred as part of 
the patient’s struggle to escape from the control 
of his mother or to adjust himself to it. A con- 
current heterosexual romance was another part 
of the same struggle. With the mother finally 
relegated to an emotionally supporting role, the 
patient recovered gradually but spontaneously 
from the homosexual manifestations and the 
other neurotic symptoms which had developed. 
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KURTIN’S SURGICAL PLANING 
PROCEDURE* 


A REVIEW OF EXPERIENCES WITH SPECIAL 
REFERENCE TO PosT-ACNE SCARRING 


ALLEN A. SMALL,t Toronto 


BEAuTy may be only skin deep, but what an 
important role this very thin layer has always 
played in the history of romance. The psycho- 
logical scar that occurs after severe pustular acne 
is of course much deeper and far reaching than 
the mere blemish seen by the trained eye of the 
dermatologist. 

It is only within recent years that the phy- 
sician has been able to offer his patient any real 
practical help when the latter has come to him 
with a physical disfigurement. To the late Dr. 
Abner Kurtin’ goes most of the credit for the 
modern and improved technical means of solv- 
ing this problem. It was he who revived and 
revised, with modern Kro- 
mayer's? old idea, and simplified it to the point 
where it is not a curiosity technique, but an 
everyday office procedure. 


improvements, 


I. EVOLUTION OF MODERN DERMATOLOGICAL 
CosMETIC SURGERY 


For the past 80 years the dermatologist has 
tried many different techniques in an attempt to 


*Based on a paper delivered at the Canadian Dermato- 
logical Association Ninth Annual Meeting, Niagara Falls, 
Ontario, June 24, 1955 


+Dermatologist, Dept. of Medicine, New Mt. Sinai Hospital, 
Toronto. 





treat tattoos, acne pits, nzevus flammeus, and 
wrinkles. Late in the 19th century needling was 
performed by Variot for tattoos. Later, scarifica- 
tion by multiple incisions of the lesion was per- 
formed by Rossignol. Surgical excision, electro- 
desiccation and use of chemical caustics like 
phenol have had their advocates. I am sure that 
most of us have tried cryotherapy with carbon 
dioxide slush, and have abandoned this method 
as being of very little practical value. Abrading 
the skin with motor powered tools such as knives, 
dental burrs, and rasps began with Kromayer in 
1905. He used cylindrical knives powered by 
ordinary dental motors, and applied vertically 
to the skin surface. By this punching technique 
he treated scars, nevi, tattoos, pigmentation and 
even hyperkeratoses. In 1946 I watched Iverson* 
at the Memorial Hospital in New York, using 
sandpaper, successfully treat a widespread 
nevus flammeus on the face. He very bravely 
carried this procedure to the point where sub- 
cutaneous tissue appeared in small pinpoint pro- 
trusions of fat through the abraded surface. The 
disadvantages of his method are: (1) the need 
for a general anesthetic; (2) the cost of hospital- 
ization; (3) the potential danger of silica 
granuloma caused by small imbedded particles. 
In 1948, McEvitt* was the first to apply the sand- 
paper technique under general anesthesia. for 
the correction of acne scarring. In 1948 Kurtin 
of New York brought out the motor-driven plastic 
planer. During the past few years many of the 
sceptics have been converted. Surgical planing 
is today, I believe, the method of choice in the 
treatment of post-acne scarring. 
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Il. HisroPATHOLOGY OF ACNE AND HEALING 
AFTER SURGICAL PLANING 


In acne, the hair follicle and associated 
sebaceous apparatus are the sites of the patho- 
logical process. The micro-organisms find 
entrance from the outside and penetrate by way 
of the sebaceous apparatus to various levels in 
the corium. ‘Thus in cases of severe pustular 
acne, the pit is found at various levels and, de- 
pending on how the pustule was treated or mis- 
treated, assumes various configurations. Almost 
all the older methods of dealing with the acne 
pit consisted merely in fluting down the sharp 
edges of the acne scar, but they did very little 
to remove the base of the pit, because the 
method did not proceed deeply enough into the 
corium. The best that could previously be 
achieved was simply a wider and _ slightly 
shallower scar. 

Only by excising or abrading the skin at least 
to the level of the pit floor can one remove it. 
The problem that presents itself at this point is 
how far down can one safely go, without running 
the risk of producing true fibrotic scarring. Two 
millimetres is given as the average thickness of 
the entire skin,> of which 0.12 mm. is the epi- 
dermis, 1.8 mm. the corium, and 0.08 mm. the 
hypoderm. In his original article Iverson stated, 
“If the process stops short of the full thickness 
of the skin, the epithelial linings of the sebaceous 
glands, and hair follicles will regenerate a normal 
epithelial covering in approximately 10 to 14 
days.” The well-known Ollier-Thiersch or split 
skin graft is actually a form of skin planing. It 
is not an uncommon practice for repeated skin 
grafts to be taken from the same area after it 
has undergone complete healing. 


In 1953 a classical monograph by Gillman 
et al.,° dealt with the healing of various types 
of skin grafts. As a result of their experiments, 
the authors found that only when the epithelial 
growth is sufficiently rapid, relative to the speed 
of regeneration of the connective tissue, will a 
wound heal without an abnormal scar. Their 
very detailed description of the histogenesis of 
the healing process is a classic; their article is 
required reading for all those interested in the 
planing procedure. 

In 1952 Rosenberg’? demonstrated facial tattoo 
pigment in the mid-corium as far down as the 
sweat glands and he successfully removed this 
by abrasion, without any resulting scar. The re- 
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ports of all these workers therefore demonstrate 
that, on the face at least, one can abrade down 
to the sweat gland level and not produce scarring. 


III. StanDARD TECHNIQUE WITH SOME 
RECENT MODIFICATIONS 


The female patient is advised to come to the 
office without any makeup, and the male is 
advised to shave very closely. In the office the 
patient washes her face thoroughly and the 
nurse then cleanses the area with alcohol. Pre- 
operative sedation consists of 34 grain pheno- 
barbital and 50 mg. Demerol (meperidine) 
given hypodermically. Pre-chilling of the face is 
accomplished with an ice pack containing 5% 
propylene glycol in water which has been ade- 
quately chilled previously in a refrigerator. The 
packs are kept in place for about 20 minutes. 
The purpose of this pre-chilling of the skin is to 
remove the initial burning sensation that the 
patient complains of when the ethyl chloride 
spray first hits her skin surface. Some workers 
use Tincture of Zephiran antiseptic, or gentian 
violet, to delineate the field to be treated by the 
operator; others not only outline the area to be 
treated, but actually paint the entire area with 
1% gentian violet® and in this way they have a 
better idea how close the planing strokes should 
be to each other. At the outset, the patient’s eye- 
lids, ears, and lips are coated with some petro- 
latum in order to protect against any stray ethyl 
chloride. Cotton plugs are inserted in the ear and 
nasal orifice on the side of the face being treated. 
Ethyl chloride is sprayed on the area and 
simultaneously a current of air from a blower 
is directed on to the surface to accelerate the 
evaporation of the ethyl chloride, and thus to 
accelerate the freezing of the skin. This usually 
takes 10-30 seconds. I usually freeze an area the 
size of a silver dollar. This is accomplished by 
spraying from two bottles of ethyl chloride 
simultaneously. It is best to use a coarse spray. 
The area is frozen to the point where it is firm 
to the palpating finger, and then the planing 
procedure is started. The area should remain 
frozen throughout the planing; during this 
particular part of the procedure, there is no dis- 
comfort to the patient. The frozen skin is not 
only insensitive but bloodless and rigid, and 
shows up the pitting very well. The disadvantages 
of the ethyl chloride are: (1) the initial burning 
sensation; (2) occasional inhalation of a little 
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Fig. 1.—Patient C. Preoperative. This patient 
had myriads of small sebaceous cysts as well as 
post-acne pitting. 


Fig. 3.—Patient C. Preoperative, left cheek. 


too much of the anesthetic so that the patient 
falls asleep for a few seconds; (3) cold devitaliza- 
tion of the tissue, if an area is refrozen several 
times.® 

The Kurtin plastic planer is a small stainless- 
steel wire brush, disc shaped and motor driven 
at 12,000 r.p.m. under control of a foot rheostat. 
Although brushes of different width have been 
used, the most practical in my hands has been 
the 1 mm. size. The revolving brush is held 
vertically against the surface of the skin and is 
moved fairly rapidly across the area to be planed, 
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Fig. 2.—Patient C. Postoperative. About 70% improve- 


ment after three surgical planings to entire face and 
one planing of large pustular cysts on right side of neck. 





Fig. 4.—Patient C. Postoperative, left cheek, 70% 
improvement. 


in a direction at right angles to the plane of the 
brush. The planing strokes should be long, firm, 
and uniform. The planing is carried on to the 
adjacent areas in a systematic manner and a 
specific attempt is made to leave no unplaned 
areas. This, of course, is learned with practice. 

A real effort should be made, especially by the 
novice, to have no gauze or cotton near the 
rotating brush. For if it is caught, not only is the 
intricate mechanism of the chuck broken but the 
revolving cotton strands can very easily cut 
through an eyelid or the thin mucous membrane 
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of the lip. The operator must always have a 
firm hold on the planing handle, especially 
when planing the right side of the face, for the 
rotation of the brush is such that it pulls to the 
right, and if the novice is not careful it is very 
easy for the brush to get out of hand and groove 
the skin or gouge its way into the ala nasi or 
lip. When spraying in the area near the nose, 
I advise the patient to hold her breath for a 
few seconds in order to avoid inhaling too much 
of the ethyl chloride. In my office, both my nurse 
and I wear plastic coats for the protection of 
our clothing, and transparent masks in order that 
the blood and planed epithelium will not be 
thrown into our faces. My assistant wears rubber 
gloves to protect her fingers against freezing. 
As one becomes adept in this procedure it 
goes along very quickly and rarely does bleed- 
ing occur before the desired amount of abrasion 
has been completed. It is usually best not to have 
to reapply the ethyl chloride spray to an area 
that has already been partly planed, for this 
seems to result in a more persistent type of 
erythema and post-planing oedema. However, if 
the skin becomes soft, the planing should be 
stopped and the area refrozen because it is on 
the soft skin that the brush has a tendency to 
go out of control, especially as one goes from 
the frozen skin to the adjacent soft skin. Usually 
both cheeks and the forehead can be planed dur- 
ing one operation. After the freezing has worn 
off, which usually takes about a minute, there 
is a moderate amount of bleeding. Dry sterile 
gauze is applied with slight pressure to the area 
for about half an hour, then all the gauze is 
removed and sterile boric acid ointment dress- 
ings are applied to the face. The patient is in- 
structed to change the dressings in about one 
hour when she gets home, and then whenever 
it becomes thoroughly soaked with serum, which 
is usually once or twice daily for two days there- 
after. More recently I have been using the 
plastic-lined perforated Telfa dressings to absorb 
the oozing and early bleeding. The patient is 
sent home wearing the Telfa dressing and 
instructed to leave it in place for 24 hours, 
merely adding regular gauze to its outer surface 
when the serum oozes through. After 24 hours, 
the patient removes all the dressings and leaves 
the face exposed to the air during the daytime, 
and applies the boric acid ointment dressings at 
bedtime, for the first three or four days. The 
crusting stage has been considerably shortened 
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by this “early air exposure” method. As with any 
new therapeutic modality, modifications and 
improvements are coming out all the time. 
Wilson*® of Los Angeles has used Freon 114 
extensively as a refrigerant. It does the work of 
ethyl chloride without the potential hazards of 
the latter, and it does not require the use of a 
blower. The practicality of Freon 112 is also being 
investigated and currently Freon and ethyl chlor- 
ide mixtures are being used. At this point I would 
like to offer just a few additional sidelights on 
this procedure. In my experience, the depth to 
which the skin can be planed has depended 
mainly on the amount of pressure put on the 
brush, and the hardness of the area of skin in- 
volved. In other words, the deeper I am able to 
freeze the skin, the easier it is to eradicate a 
particular scar. It has also been my experience 
that the sooner the abraded area becomes 
covered by a dry crust, the sooner the patient 
feels comfortable, and the faster the period of 
epithelialization. After some _ practice the 
operator becomes quite skilled at blending the 
more severe with the shallower pitted areas by 
exerting slightly less pressure in the latter areas. 
Any interference with drying, such as frequent 
compressing or application of a lot of ointment, 
only delays the healing. In the average case 
crusting is usually good by the third or fourth 
day, and the patient is instructed to apply warm 
water rather gently on the eighth day in order 
to soak off any of the dry crust on the verge of 
coming away. As soon as all the crust does come 
off, ie. between the 10th and 14th days, soap 
washing and makeup are permitted, and the 
male may then resume shaving. 


IV. UNDESIRABLE SEQUELZ AND THEIR 
MANAGEMENT 


1. Persistent erythema.—After removal of the 
crust it is normal for the patient to show a fair 
amount of erythema. This usually takes anywhere 
from four to ten weeks to disappear. In two 
cases persistent erythema cleared spontaneously 
in approximately 20 weeks. Edelstein’ lists four 
possible explanations of the erythema: (1) exces- 
sive refrigeration; (2) overexposure to sunlight 
before healing is complete; (3) overzealous and 
premature cleansing of the face with soaps and 
defatting agents; (4) premature resumption of 
topical acne treatment. Recently some of my 
colleagues have reported some measure of suc- 








Canad. M. A. J. 
Aug. 15, 1956, vol. 75 


cess in hastening the return to normal skin 
colour by using hydrocortisone ointment topic- 
ally in these cases. 

2. Unusual pigmentation.—This may consist of 
hyperpigmentation, depigmentation or mottling. 
A mottled type of hyperpigmentation was present 
on the faces of two of my patients. One cleared 
spontaneously in four months and the other im- 
proved on.4% Benoquin. Fairly widespread 
mottling and hyperpigmentation at the peri- 
phery also occurred in two patients whose backs 
were planed for very widespread cystic pustular 
acne. Planing the back is a very painful pro- 
cedure as far as the patient is concerned, and 
the results on the whole are not very satis- 
factory. 

3. Milia.—This occurs in about 12% of cases, 
In the majority of cases, the milia are shed spon- 
taneously in two to three months. In cases per- 
sisting for four months I have used a knife-needle 
to remove them quite successfully. It has been 
suggested that it occurs as a result of: (1) some 
follicles being closed by the abrasive action of 
the brush, or (2) small bits of epithelium be- 
coming embedded in the skin during the pro- 
cedure. 

4, Eczematous reactions.—Only one patient 
developed a slight eczematous reaction along 
the sides of the cheeks six weeks after the second 
planing. This was later attributed to the sulphur 
in the patient’s lotion. 

5. Pyoderma.—This is a rare complication. 
Only one patient in my series developed an im- 
petiginous pyoderma in a few patches on her 
chin. This was treated with bacitracin cream. 

6. Keloids—Dr. Charles Rein’? in a paper 
presented before the American Academy of 
Dermatology in Chicago, in December 1954, 
stated that in over 2,000 cases reported to him 
there were two patients with keloid formation, 
but no mention was made of keloidal tendencies 
elsewhere on their body. In a personal communi- 
cation!® one month before his death, Dr. Kurtin 
reported to me that in over 7,000 planings he 
had had no such untoward effects. Generally 
speaking, these cases of unexpected and un- 
toward sequelz are not serious or permanent, 
and are rather infrequent. 


V. Review OF RESULTS 

A review of some 94 planings which I per- 
formed from the summer of 1953 until I began 
to prepare this paper for publication, revealed 
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the following results. All patients reported that 
their condition had been improved. The ma- 
jority of the cases were treated for post-acne 
pitting, but other conditions successfully treated 
were smallpox scarring of 30 years duration, 
traumatic scars, tattoos, and even active acne 
covered with myriads of minute sebaceous cysts. 
The amount of improvement resulting from a 
single planing varied in the patients’ opinions 
from 35% to 65%. In those patients treated a 
second and third time, there was usually an 
additional improvement varying from 10% to 
30%. An assessment of the amount of improve- 
ment should not be made too soon after the 
crust has come away, for the cedema still present 
may make the results look better than they 
actually are. When I first began planings, I 
waited four to six weeks before repeating the 
procedure, but I now prefer to wait three to six 
months before deciding whether the patient 
would benefit from a second planing. There is 
no doubt that, as the operator becomes more 
skilled, the number of planings each patient re- 
quires will be reduced. Generally speaking, those 
patients with a round chubby face and a good 
deal of subcutaneous tissue respond more satis- 
factorily than those whose skin appears to be 
very closely adherent to the underlying bony 
structures. In a recent personal communication 
Mullins confirmed this general impression. Full 
protection from strong sunlight and wind is 
essential for about a month after the crust comes 
off, in order to avoid hyperzsthesia and mottling 
of the affected areas. I routinely have black- 
and-white photographs made preoperatively and 
postoperatively. Recent courses of x-ray therapy 
for acne, in patients subsequently referred for 
surgical planing, were found to have no effect 
on the rate of healing or the appearance of the 
skin, either immediately after the planing or 
18 months later. Some patients were subjected 
to the surgical planing procedure during a period 
when they had active cystic pustular lesions in 
some areas, especially along the sides of the neck. 
All such cases healed uneventfully. The only 
precaution taken was topical use of a mild anti- 
biotic cream like bacitracin cream for 48 hours 
over the marsupialized area. The average case 
of post-acne scarring requires two or three plan- 
ings. In addition, keratoses, tattoos, wrinkles, 
xeroderma pigmentosa, rhinophyma, keloids, 
freckles, linear nevi and even in some cases 
vascular nevi in adults, are reported to have 
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been successfully treated. In a personal com- 
munication Dr. Kurtin reported excellent results 
in four out of six cases of nzevus flammeus. Each 
required two treatments and the best results were 
obtained in those patients in their twenties whose 
nevi no longer had any growth potential. The 
planing was done rather superficially in these 
cases. j 
Although all patients who present themselves 
with a request for planing can likely be helped, 
the amount of improvement varies considerably 
from case to case. The fairly sharp, well-defined, 
discrete, punched-out acne pit usually lends 
itself to good planing results, whereas the deep, 
poorly defined, contracture-type of pit which 
appears to involve and exert traction on deeper 
layers of corium usually is much harder to 
eradicate. The same is also true of the narrow 
icepick type of lesion. As previously stated, 
almost all of these patients have a psychological 
scar as well as a physical one. It is therefore 
very important that the dermatologist be very 
understanding in taking the patient’s history, and 
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frank in discussing the expected results. Exag- 
gerated claims must never be made. The pro- 
cedure should always be undersold. There will 
be an “improvement” but not a “cure”. I make 
no claim that this is the be-all and end-all of 
cosmetic dermatology, but there is no doubt in 
my mind that the surgical planing procedure is 
the best method to date, for correcting the post- 
acne scar as well as many of the other superficial 
skin lesions mentioned. I hope that all derma- 
tologists will take up and learn this technique 
as a common, everyday office procedure. 
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THE INCIDENCE AND 
MANAGEMENT OF COMMON 
INDUSTRIAL EYE INJURIES 
A Survey oF 1,107 CAsEs 


M. I. H. KAUFMANN, M.D., 
D.O.M.S.(Eng.), Montreal 


THE PURPOSE of this study is to review 1,107 
cases of ocular injuries treated over a four-year 
period, from June 1951 to the end of August 
1955. One of the problems of industrial medicine 
is the management of eye injuries, which occur 
not only in the so-called heavy industries but 
also in all trades. The incidence of various types 
of injury will be recorded, and an attempt will 
be made to outline the details of treatment with 
a view to reducing the number of man hours 
lost to employer and employee. 

The cases to be reviewed were referred by 
the medical departments of various industries, 
as well as private physicians or first-aid depart- 





ments in the area of Greater Montreal. Industries 
represented include foundries, structural steel 
manufacturers, aircraft builders, ship repairers, 
construction companies and the garment in- 
dustry. All, with the exception of two cases 
covered by private insurance, were treated in 
accordance with the Quebec Workmen’s Com- 
pensation Act of 1931, and reports were sub- 
mitted to the Commission at the termination of 
treatment. The details of each case—history of 
accident, type of injury, examination and treat- 
ment—were recorded in consecutive order in 
books kept especially for this purpose. 

In the analysis of injuries, no attempt has been 
made to further subdivide the groups so that the 
incidence in a particular industry might be 
known. It is quite evident that each has its 
own peculiar hazards: foundries had a greater 
number of corneal foreign bodies with rust 
staining of the corneal epithelium, plasterers had 
more lime burns, and the two cases which were 
referred from the garment industry were the 
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direct result of flying fragments of broken 
sewing-machine needles. 


Types OF INJURIES 


The various types of injury in this series and 
their incidence is listed in Table I. 


TABLE I. 





Type of injury 





tebe: tan 5. nt ae dictate a an oie ares 3 
I tks Ua AGS gikaie W RED ROS 4 
ob sods Nae 45s Wa Ce eee Ales 15 
CE es. os Cea wes pase Raa p anne 5 
I ore e848 OS nce es Bad Cure es 8 
Subconjunctival hemorrhage..................... 6 
Conjumotival lacerations... .. 02... ccc cece eens 14 
es is i x 9 65 6645 io 068 es Ko Rnnes 25 
Ultra-violet conjunctivitis...................000- 9 
a sce a Bhs isa as seid Sate nigl gale rele aa 839 
Se nts aA enn oe UG. ai tad oso aut Wa erkuep 25 
NS Si c EG eke» akin pe Maes 17 
id Sir uan va aon Gara adeeb kee ON 11 
EEE OS ETE EOC 95 


IP COGO TONE Ne tie S 5. 5c. lake gid ea ewe Si Catuideianaiea 2 
CDOs CONURIE oe oer crawler Srtheledae dd Molae ea 4 
Ghoustat CONGUMIONS. 6. iio eeed boa deo hue eeeebaen 4 
PUR MMRE IRIN Eco ips 52 oer pile Ais aim, week um otahele 6 
Mechanical Writation. ....<. 26066 os seen nce teem de 44 
Non-industrial Conditione..... 0... 066s ecsees sce e. 8 





Lid burns.—Three cases of superficial burns of the 
eyelids were treated with aureomycin ophthalmic oint- 
ment locally. In one, a piece of hot metal fell in the 
region of the inner canthus and caused a second-degree 
burn about the lower lacrimal punctum. The punctum 
was dilated daily until the burned area had healed and 
there was no cicatrization. 

Laceration of the lids—There were four cases of 
minor lid lacerations; three were caused by glancing 
blows with pieces of heavy metal, and the fourth was 
the direct result of a fragment of glass from broken 
spectacle lens. None required suturing. 


Foreign bodies under the upper lid—All 15 cases 
were superficial, and lying in the subtarsal area; none 
was found in the upper fornix. The search for fibreglass 
particles, in the case of two refrigerator repair men, was 
extremely difficult because of the irritating nature of the 
foreign body, and the difficulty in visualizing the fibres. 


Conjunctival foreign bodies.—There were five cases of 
simple bulbar conjunctival foreign bodies, all referred 
from small industries with no first-aid department or 
medical officer. The larger industries with first-aid de- 
partments and full-time nurses routinely remove this 
tyne of foreign body without referring the case to the 
eye specialist. 

Subconjunctival foreign bodies (eight cases).—These 
are easily recognizable lying underneath the glistening 
conjunctiva, surrounded by a few engorged blood vessels. 
They are frequently associated with other foreign bodies, 
and are not uncommon following the use of an air hose. 
Attempts to remove them at first-aid stations are usually 
unsuccessful, since the conjunctiva must be incised over 
the foreign body, and the foreign body then removed 
with a hand magnet, or if non-magnetic, by forceps. 


Subconjunctival hzmorrhage.—Six cases were noted 
following mild contusions. No treatment was required. 


Conjunctival lacerations.—These 14 cases varied from 
minor lacerations of 2 mm. to U-shaped tears. These 
healed rapidly without pain. No suturing was required, 
but the conjunctiva showed dilated vessels in the region 
of the tear for several weeks. 





KAUFMANN: INDUSTRIAL EYE INyuRIES 285 


Acute conjunctivitis—There were 25 cases. No cul- 
tures were taken. All patients reported that somethin 
had entered the eye, and when they were examine 
no foreign body was found. The patients had typical 
conjunctivitis with conjunctival injection and discharge: 
I feel that many were not related to foreign bodies but 
were associated with acute upper respiratory infections, 
etc. 


Ultraviolet conjunctivitis—There were nine cases of 
varying severity, the result of exposure to welding arcs 
and flashes, with symptoms of blepharospasm, conjunc- 
tival injection and excessive tearing appearing several 
hours after exposure. Relief was obtained with cold 
compresses, mydriatics and mild ophthalmic ointments. 
Systemic analgesics were prescribed, and the wearing of 
dark glasses. 


Corneal foreign bodies.—This constituted the greatest 
number of cases in this series. The figure of 839 repre- 
sents a single right corneal foreign body in 392 cases; 
a single left corneal foreign body in 371 cases; multiple 
right corneal foreign bodies in 28 cases; multiple left 
corneal foreign bodies in 27 cases, and bilateral multiple 
corneal foreign bodies in 21 cases. In many of these 
cases the foreign body was metallic and had been par- 
tially or totally removed at the first-aid department. The 
patients had been referred for the removal of rust 
which stained the corneal epithelium and formed the so- 
called rust ring. The patient’s tolerance to the foreign 
bodies varied within wide limits, but as a rule the 
length of time before the foreign body was removed 
directly influenced the recovery period required. 

Only nine corneas were infected when first seen. All 
cleared with the use of antibiotics locally, atropine, and 
cauterization of the infected area. As much rust as 
possible was always removed at the time of the first 
visit. It was seldom necessary to re-curette. On several 
occasions, however, the eye remained irritable, and the 
area involved was again treated. This invariably led to 
healing. On one occasion only was a rust ring treated 
three times. 

In four cases the removal of the corneal foreign body 
was complicated by the development of iritis. One 
foreign body was deeply embedded and was removed 
with difficulty. Twelve hours later the patient had 
developed an acute iritis with secondary glaucoma. Con- 
stant heat, atropine, cortisone and antibiotics locally 
and systemically, brought the condition under control 
without permanent damage. The second case was seen 
three days after the removal of a foreign body at one 
of the industrial first-aid departments. A severe plastic 
iritis was present, which required treatment with cor- 
tisone and antibiotics locally and systemically, as well 
as heat and atropine locally. The final result, after eight 
weeks of treatment, was satisfactory. The other two 
cases subsided rapidly with local treatment. 


Corneal burns.—There were 25 cases of corneal burns. 
One was the result of molten lead splashing in the 
eyes; another was caused by hot tar. The remaining 23 
cases were due to flying bits of hot metal. There was no 
permanent injury in this group. All cleared with con- 
servative treatment, the use of mydriatics, antibiotic 
ophthalmic ointment and cortisone preparations. 


Chemical burns.-There were 17 in this group 
including six lime burns, five mild and one severe. The 
serious case left the patient with an opaque cornea and 
vision of 20/200. There were five acid burns: three due 
to SO, in refrigerator repair men, one each caused b 
lacquer, acetone, and cleaning fluid. None of these left 
any permanent disability. 


Glass foreign bodies.—Eleven cases of injury due to 
glass fragments were recorded. Nine were caused by 
flying objects hitting regular spectacle glass which broke 
under the impact and scattered bits of glass. Of these, 
seven were minor injuries, and two were serious. One pa- 
tient suffered a penetrating injury with a retained glass in- 
traocular foreign body. There was a traumatic cataract 
and the patient developed a secondary glaucoma; the 
glass intraocular foreign body measured 10 x 6 x 3 mm., 
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and the eye was lost. The other patient was hit by a ping- 
pong ball; the broken ‘spectacles caused conjunctival 
laceration, corneal abrasion, subconjunctival haemorrhage 
and iris hemorrhages. Of the remaining two cases, one 
was the result of the patient’s falling through a pane of 
glass, with minor ocular injuries. The final case resulted 
when an aviation mechanic was testing a ruse on a 


plane’s instrument panel (under compressed air); the 
glass shattered because of the increased pressure and 
he was peppered with flying fragments. The cornea 
was cut and hospitalization was necessary. The visual 
acuity was finally stabilized at 20/30 with minimal 
scarring. 

Corneal abrasions.—Ninety-five cases were seen, all 
caused by objects grazing the cornea. They were gener- 
ally more painful than the foreign bodies, they caused 
more photophobia, and some had a tendency to heal 
slowly. The eyes in some of these cases remained 
sensitive for a long period of time. 


Intrascleral foreign bodies.—There were two cases of 
intrascleral foreign bodies. One involved a portion of a 
needle less than 0.5 mm. in diameter, and 2.5 mm. in 
length. The patient, a young girl, was sewing on buttons 
by machine; the needle hit a button and broke, a portion 
entering the eye. It was removed without difficulty by 
magnet. The other case resulted from a flying metallic 
chip which was also removed by magnet without any 
difficulty or complication. 

Lacerations of the cornea.—All four cases were asso- 
ciated with iris prolapse. The first occurred when a 
three-inch nail was hit a glancing blow, ricocheted, and 
hit the patient’s right eye. There was anterior chamber 
hzemorrhage, loss of aqueous, and prolapsed iris. After 
operation, the visual acuity returned to 20/20. The 
second patient’s right cornea was torn by a piece of wire. 
This was associated with iris. prolapse. The lens was 
also injured, and the patient has a traumatic cataract 
in that eye. The third case has been reported above in 
the section “glass foreign bodies”. The fourth case re- 
sulted when a screwdriver entered the patient’s left eye. 
There was severe hemorrhage, loss of anterior chamber, 
and iris prolapse, and the patient lost his eye. 


Ocular contusions.—All four cases were associated with 
severe damage and loss of visual acuity or field. In one, 
the blunt end of a chisel hit the right eye, leading to 
vitreous, preretinal and retinal hemorrhage with retinal 
cedema, and subsequent loss of fields. In the second 
case, a minor glancing blow in the eye from a working 
companion’s elbow led to marked vitreous and retinal 
hemorrhage, cedema and, eventually, atrophy of the 
retina in the eye. The third patient was hit by a large 
piece of metal; four days later he was seen with hypotony 
of the globe, subluxated lens, traumatic cataract and 
macular cedema. The fourth patient in this group was 
hit in the left eye with a piece of cement block. The 
eyeball was ruptured, with prolapse of iris, lens and 
vitreous. The eye is now blind. 


Intraocular foreign bodies.—There were six cases of 
intraocular foreign bodies—five metallic and one glass. 
The five metallic foreign bodies were magnetic and were 
removed with the giant magnet. The result in two was 
satisfactory; in two the visual acuity is below 20/200. 
Two cases required enucleation, the case of glass intra- 
ocular foreign body mentioned above, and a case in 
which the foreign body was successfully removed. The 
patient, however, refused further treatment for traumatic 
cataract, which caused a secondary glaucoma and a blind 
painful eye. The Compensation Board stated that it 
would not be responsible if this dangerous eye was not 
removed, and this forced the patient to co-operate. The 
operation was performed, but this eye might have been 
saved if the patient had consented to treatment of the 
traumatic cataract. 

Mechanical irritation—There were 44 cases of non- 
specific irritation on which no diagnosis could be made; 
foreign bodies were said to have entered the eye but 
were not found. All subsided with the use of an anti- 
biotic ophthalmic ointment and a few warm compresses. 
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Non-industrial conditions.—There were eight cases of 
non-industrial ocular conditions: three meibomian cysts, 
one case of corneal dystrophy and two cases of epi- 
scleritis, one case of acute sinusitis causing periorbital 
cedema and one case of superficial punctate Keratitis. Pa- 
tients were advised of the conditions and treated ac- 
cordingly. 


Number of treatments required.—A total num- 
ber of 1,918 office visits was required for the 
treatment of the workmen who were able to con- 
tinue in their occupations without serious loss 
of time. There were 26 cases with prolonged 
treatment; the majority of these persons were 
hospitalized and received compensation for time 
lost. 


MANAGEMENT OF OCULAR INJURIES 


Certain definite procedures should be adopted 
by all physicians and first-aid departments treat- 
ing industrial ocular injuries. The following pro- 
cedure should become routine, and will markedly 
lessen the number of complications and decrease 
the time lost to both employees and employers. 

1. When a worker reports an ocular injury, an 
adequate history should be taken; how, when, 
and where the accident occurred, and what the 
patient was doing at the time should all be noted. 
This information often gives the necessary clue 
to the type of injury. 

2. The visual acuity of each eye should be 
recorded separately before any treatment is 
undertaken. If the patient wears glasses for 
distance, the visual acuity with glasses may be 
recorded, and this should be noted on his chart. 
This record of visual acuity in the presence of 
an injury is important medico-legally. The simple 
visual test may also reveal that injury has oc- 
curred in the patient’s better eye; it then becomes 
most important to have adequate treatment. 

3. No foreign body should be removed without 
proper illumination and under adequate magnifi- 
cation. It is useless to search for a small corneal 
foreign body if the light is poor and no magnify- 
ing device is used. Much damage can be done 
to a normal cornea if these precautions are not 
taken. The eyelids should be held open without 
pressure on the eyeball, and a thorough inspec- 
tion made. The upper eyelid should then be 
turned in order to inspect the subtarsal area of 
the upper lid for the presence of a foreign body. 
This procedure is easy if the patient is told to 
keep looking downwards. An applicator is then 
held gently against the closed upper lid, in the 
skin fold underneath the bony orbit; with this 
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as a fulcrum, the lid is turned back over the 
applicator by holding and gently pulling on the 
lashes. If the patient continues to look down- 
wards, the lid may be maintained in this position 
while the underside is examined. The patient is 
then told to look upwards and the lid can be 
returned to its normal position. 

4, Adequate local anesthesia must be used. 
The transient burning of a drop of 144% Ponto- 
caine locally is minor compared with the pain 
caused in attempting removal of a foreign body 
without anesthesia. It is important to emphasize 
that the Pontocaine should be sterile. The bottle 
should not have a dropper-type cap, since the 
contents of the bottle may easily become con- 
taminated if the dropper touches the workman’s 
lid or lashes. The dropper should be held so that 
it is parallel to the eye rather than pointing at the 


eye. Individual sterile droppers should be used 


for each patient. The Pontocaine can be re- 
sterilized by boiling in a water bath for 20 
minutes. 

5. If cotton-tipped applicators are used for re- 
moving foreign bodies, these should always be 
sterile. The foreign-body spuds should also be 
sterilized before use by keeping the sharp 
points in Zephiran or another suitable bacteri- 
cidal agent. They should be dried with a piece 
of sterile gauze before being used. 

6. Following removal of a foreign body, an 
antibiotic ophthalmic ointment should be used, 
and the eye padded. It is unwise to send the 
patient away with an unpatched anesthetized 
cornea. The anesthesia may last 10-15 minutes 
and the patient may rub the anesthetized eye, 
causing further damage. No ointment should be 
used if the patient is being referred to the eye 
specialist for further treatment. The oily mixture 
may mask certain conditions and makes it 
extremely difficult to treat the eye seen shortly 
after its use. 

7. If the injury looks more serious, treatment 
should not be attempted. Further damage should 
be prevented by covering the eyeball with a 
sterile pad, and the patient should be referred 
to an eye specialist. 

8. Atropine or homatropine should be used 
only by persons familiar with the eye condition 
and the possible complications from the use of 
these medications. The use of these substances 
may precipitate an acute glaucoma in an older 
patient if the patient has chronic glaucoma or is 
predisposed to the condition. 





KAUFMANN: INDUSTRIAL EYE INyJURIES 287 


9. In cases of chemicals (lime, acid) splashing 
into the eye, the most important first-aid treat- 
ment is adequate irrigation of the eyeball. The 
lids should be everted and any foreign matter 
washed away with an undine or 20 c.c. syringe. 
Do not waste time looking for the antidote; use 
plain tap water and plenty of it. An excellent 
irrigator is the gentle stream from an ordinary 
drinking fountain. 


10. It is wise to ask the patient whether he 
or she is sensitive to any drug, since any type 
of medication used in the treatment of eye 
injuries may lead to an allergic reaction. Thus in 
this series there was a total of 14 allergic re- 
actions—nine to sulfonamide ointments, one to 
aureomycin, one to penicillin, one to bacitracin, 
one to Butyn and one to atropine. 

Prophylaxis—-The use of guards, plastic pro- 
tective goggles and safety glasses, and education 
of the employee to the possible hazards, will 
greatly reduce the number of accidents. A pre- 
employment visual acuity test will greatly reduce 
the incidence of serious compensation claims, 
since with these tests the company can protect 
itself as well as the employee. Workmen with 
limited vision in one eye may be employed in 
less hazardous occupations, and insistence must 
be placed on the use of adequate protective 
measures. The workman himself is frequently at 
fault and refuses to use the safeguards which 
are at hand. He must be made to realize that 
under these circumstances he is the greatest loser. 


SUMMARY 


A series of industrial ocular injuries has been 
reported, and suggestions have been made for 
their treatment. 


4773 Sherbrooke St. W., 
Westmount, Quebec. 





RESERPINE IN ACUTE AND CHRONIC 
PSYCHOSES 


Van Rhijn (Nederl. tijdschr. geneesk., 100: 1775, 
1956) makes a plea for persevering with the use of 
reserpine in chronic psychoses. He shows that in a series 
of 52 cases, only 26 were improved by short-term therapy, 
whereas when treatment was prolonged for at least four 
months there was improvement in at least 71 cases 
out of 100. The improvement in individual cases was 
also quantitatively greater. Van Rhijn prefers chlorpro- 
mazine to reserpine in acute psychoses, especially if rapid 
sedation is desirable. 
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PULMONARY GRANULOMATOSIS 
OF BERYLLIUM WORKERS 


J. W. STURTRIDGE,’* M.D., F.R.C.P., 
Copper Cliff, Ont. 


BERYLLIUM is a strategic metal, useful in the 
manufacture of a variety of alloys, fluorescent 
phosphors and electronic tubes, to mention but 
a few.'!}? It is, however, capable of inducing a 
variety of untoward reactions in man when en- 
countered in any of its forms, with the exception 
of beryl ore. The most toxic form is the oxide, 


"News | 


Fig. 1.—Radiograph of chest on discharge showing 
diffuse granular mottling throughout both mid- 
lung fields. 





particularly when formed at low fusion tem- 
peratures which impart to the material relatively 
low solubility and high surface area. Most in- 
teresting of the pathological changes is chronic 
pulmonary granulomatosis in which progressive 
impairment of pulmonary function and second- 
ary heart failure occur. This process displays 
unique pathogenetic features and it would seem 
likely that the current hypotheses regarding their 










*International Nickel Company, Copper Cliff, Ont. 
Formerly Resident Pathologist, Sunnybrook Hospital, 
Toronto, Ont. 
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‘development, if proven, might shed light by 


inference on certain histologically identical pro- 
cesses including sarcoidosis. 


The purpose of this report is to describe an 
autopsied case of beryllium granulomatosis 
which illustrates many facets of this condition. 


V.A.W., a married white male, was free of symptoms, 
and had a normal chest radiograph upon enlistment in 
the R.C.A.F. in 1942, at the age of 25. During 1937- 
1940, he had been employed in mixing and applying a 
liquid suspension of fluorescent light phosphor containing 
2-12% beryllium. In 1945, he reported general fatigue, 
a weight loss of 14 lb., and chronic cough productive of 
mucoid sputum. His chest radiograph on discharge (Fig. 
1) displayed a fine, diffuse granular mottling throughout 
both mid-lung fields. In 1946, he was re-employed, coat- 
ing fluorescent bulbs, and after only eight days of work 
developed acute pulmonary symptoms. Antibiotics were 
given for a supposed bronchopneumonia but had scant 
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Fig. 2.—Seven years later the markings are ob- 
secured by fibrosis, bullous emphysema, and left 
apical tubercylosis. Note the cardiac enlargement. 


effect and the illness partially subsided over several 
months. The radiograph remained unchanged, however, 
and in 1947 investigation was undertaken at Sunnybrook 
Hospital (D.V.A.), Toronto. Physical examination and 
routine blood and urine tests contributed nothing. The 
serum albumin/globulin ratio was 5.1/2.2. Skin tests for 
fungi were positive only for monilia, which were, how- 
ever, absent from the sputum, as were tubercle bacilli 
and other pathogenic bacteria. The radiographs of the 
bones of the hands showed nothing to suggest sarcoid- 
osis. 

The condition remained static until 1949, when night 
sweats, low-grade fever and a tender swelling of the 
right testicle appeared. On excision, the testicular mass 
proved to be a seminoma, but chest radiographs now 
showed conglomeration of the fine densities with the 
addition of bilateral apical shadows. Tubercle bacilli 
were detected in the sputum. Therapeutic irradiation of 
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Fig. 3 


the pelvis was instituted reluctantly because of the con- 
comitant pulmonary tuberculosis. Despite rest and anti- 
biotics, the tuberculosis remained active, and by 1952 
he was dyspnoeic at rest and showed chronic cyanosis 
and finger clubbing. Through the next two years, radi- 
ography showed steadily enlarging bulle, bilaterally, and 
the original diffuse mottling became totally obscured; 
right ventricular enlargement became evident (Fig.2). 


In 1954, he was readmitted in coma with advanced 
congestive heart failure. All therapy was unavailing, and 
he died on September 22, 1954, nine years after the 
onset of symptoms, and 17 years after the initial exposure 
to beryllium. 


AUTOPSY 


An autopsy was performed three hours after death. 
There was marked lividity of the upper portion of the 
body and advanced generalized dependent cedema. The 
left pleural cavity and the right apical area were obliter- 
ated by fibrous adhesions. The total weight of the lungs 
was 1,255 g. 

Scattered over the visceral surface of the right lung 
were multiple emphysematous bullz; the largest mea- 
sured 7 cm. in diameter and lay in the antero-lateral 
segment of the upper lobe (Fig. 3). On coronal section, 
this was lined by a glistening, pearly membrane and 
traversed by trabeculz containing vessels. The apex con- 
tained one area of grey fibrous tissue, but the major 
portion was firm, fleshy, and congested. -Toward the base 
of the lung. emphysematous, air-containing lung was 
more in evidence, but large patches of fleshy consoli- 
dation were seen here also. 


The pleural surface of the left lung was intimately 
covered by fibrous adhesions which reached a thickness 





Fig. 4 


Fig. 3.—The right lung showed apical fibrosis, bullous and focal em- 
physema, and large patcnes of meaty consolidated areas (dark areas, above). 
Note also the gross infiltration of the peribronchial lymph nodes. Fig. 4.— 
The shrunken upper lobe of the left lung was replaced by fibrocaseous 
tuberculous tissue. There are large consolidated areas in the parenchyma, 
and the peribronchial lymph nodes show greyish nodules on the cut surfaces. 
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of 4 mm. at the apex (Fig. 4). With- 
in the lung, the upper lobe was 
replaced by fibrocaseous tuberculous 
tissue with multiple small cavities 
lined by shaggy necrotic material. 
The remaining tissue of the left lung 
showed several fleshy areas, similar 
to those in the right lung. 

Spectrographic analysis revealed 
less than 0.011 ug. of harviiien per 
100 g. of lung tissue on the right 
side (an essentially negative analy- 
™ ), but 0.158 ug. per 100 g. on the 
elt. 

The heart weighed 400 g., due to 
advanced hypertrophy and _dilata- 
tion of the right ventricle and 
auricle. The liver (1,210 g.) showed 
the “nutmeg” appearance of ex- 
treme passive congestion while the 
spleen (220 g.) was also congested. 
There were several enlarged, soft 
lymph nodes in the porta hepatis 
and para-aortic areas. The remaining 
organs were not abnormal, except 
for fibrosis in the pelvic area, with- 
out evidence of recurrence of the 
seminoma. 

Microscopically, the presence of 
fibrocaseous tuberculosis confined to 
the upper lobe of the left lung was 
confirmed, but the outstanding 
lesions consisted of multiple granulo- 
mata, closely resembling the lesions 
of sarcoidosis, in the lungs and the 
lymph nodes of the peribronchial 
and upper abdominal areas. Lesions 
of all ages were present but in gen- 
eral those of the lymph nodes were 
more mature. The earliest lesions 
were composed of masses of large 
mononuculear (“epithelioid”) cells, 
giant cells, and lymphocytes (Fig. 
5). In the lung, these lay in the interstitial tissue which 
showed active fibrous proliferation. Associated focal 
emphysema and alveolar epithelialization resulted. Some 
granulomata showed coagulative necrosis in their centres, 
while others showed more advanced fibrous proliferation, 
with ultimate obliteration of the granulomata by bands 
of hyalinized fibrous tissue (Fig. 6). 





Fig. 5.—The earliest lesions consist of interstitial 
granulomata, morphologically indistinguishable from 
those of sarcoidosis. 
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Fig. 6.—Older granulomata are replaced by bands of 
= connective tissue and ultimate complete 
rosis. 


In a few of the giant cells, clear cytoplasmic inclus- 
ions were present, similar to those seen in cases of sar- 
coidosis which are also showing “asteroid” bodies. In the 
present case, typical, fully formed “asteroids” were not 
seen. A striking feature, however, was the presence of 
structures resembling the so-called Schaumann or con- 
choidal bodies. In some, there was a central clear zone 
surrounded by laminated rings of dark material which 
did not take the calcium stain, but was strongly positive 
for iron. In some, the central area contained crystalline 
structures (Fig. 7). Histochemical stains for beryllium 
carried out by Dr. W. B. Casselman demonstrated the 
presence of the element in the central crystals. 


DISCUSSION 


The occurrence of pulmonary lesions in beryl- 
lium workers was first reported in 1943,* but 
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Fig. 7.—Some of the granulomata contain deposits of 
crystalline or amorphous material surrounded by iron 
salts. (Note the resemblance to Schaumann bodies.) 
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until 1948 grave doubt was cast upon the etio- 
logical role of this mineral in some of the 
manifestations. A detailed account of clinical 
and therapeutic aspects is beyond the scope of 
this report, but Table I, which is modified from 
De Nardi, illustrates the unusual number of 
clinical variants. 


Several cases of granulomata have been re- 
ported due to accidental implantation of beryl- 
lium in tissues. Their chief significance lies in 
the confirmation that the element can, by its 
presence in tissue, evoke a granulomatous re- 
sponse. The occurrence of contact dermatitis (of 
an irritative nature), and of tracheobronchitis 
and pneumonitis is purely occupational, and 
presents no paradox. Their frequency and sever- 
ity are directly proportional to the degree and 
duration of exposure to the noxious agent.® In 
connection, however, with the eczematoid der- 


TABLE I. 





CLINICAL VARIANTS IN BERYLLIUM INTOXICATION 





Number of 
A. Integumentary cases Deaths 
1. Contact dermatitis........ 63 0 
2. Acute (eczematoid) 
se 146 0 
3. Implantation granulomata. 2 0 
B. Respiratory: 
1. Tracheobronchitis........ 129 0 
2. Pneumonitis (acute and 
re 93 10 
3. Chronic pulmonary 
granulomatosis....... 35 8 





matitis, and even more strikingly with the 
chronic pulmonary lesion, curious facts are ap- 
parent.'> There is no demonstrable parallelism 
between magnitude of exposure and incidence 
of the latter variant. Serious, even fatal, cases 
have occurred in short-term workers and indeed 
in non-employed residents living as far as three- 
quarters of a mile from the plants.** Presum- 
ably, all residents within such a radius must 
have the same or greater contact, yet only certain 
persons react. Even more minute exposures have 
resulted in disease, as in the case of a wife 
washing the clothes of her healthy worker hus- 
band." It is apparent that there exists individual 
variability in susceptibility to contract the con- 
dition. 

It has been demonstrated also that the quan- 
tity of beryllium present in lung (and in urine) 
is not related to the severity of tissue damage” 7 
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and that some of those exposed may remain well 
indefinitely, despite high tissue levels. In the 
small number who do develop granulomatosis, 
a constant feature is the long latent period before 
manifestations appear, yet there is a suggestion 
that, once the condition is established, even 
transient re-exposures may precipitate acute 
clinical relapse, as in the case reported. 

Attempts to produce the chronic pulmonary 
lesion in experimental animals, by inhalation, 
have been uniformly unsuccessful.” * There is 
some evidence for a species specificity in the 
ultimate differential organ concentration of the 
beryllium.’ 

Careful analyses of these apparent paradoxes 
have led to the development of the idea® that 
the beryllium ion is capable of combining with 
protein to form an antigenic and relatively in- 
soluble substance that is fixed in lung and 
lymphatic tissue. It is presumed that once circu- 
lating antibodies have formed, the gradual re- 
lease of antigen (beryllium) from these stores 
excites the local granulomatous reaction. The 
further changes’ are simply those of aging, and 
follow those seen in other similar lesions. Indi- 
vidual variation in capacity to become sensitized 
might determine the varying response in simi- 
larly exposed persons, and the presence of 
preformed antibody could cause acute reactions 
in the event of re-exposure to new, exogenous 
beryllium. 

Such an hypothesis gains support from initial 
skin test studies.’.> All patients with supposed 
antigenic reactions have shown positive skin tests 
to beryllium, while others clinically well but with 
beryllium present have had negative reactions. 
Histochemical support is found in the demon- 
stration of beryllium within the “conchoidal’ 
bodies. It should be noted that the postulated 
antibodies have not been demonstrated. yet. 

Therapy remains unsatisfactory, but in the 
face of the above hypothesis, the known pro- 
pensity of ACTH and cortisone to block antigen- 
antibody reactions fits well with the observed 
effects of these drugs. There is usually a re- 
gression of symptoms and of recent x-ray lesions 
(though not of established fibrosis), and a dis- 
couragingly universal tendency to relapse upon 
withdrawal of hormones. 

Prior to the recognition of the etiological role 
of beryllium, a patient such as V.A.W. would 
have been regarded as suffering from. pulmonary 
sarcoidosis. It is fair, then, to suggest that 
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“sarcoidosis” may not represent a disease entity 
per se, but may ultimately prove to be only a 
descriptive term for the tissue reactions to one 
of a heterogeneous group of as yet unrecognized 
antigens. Such a diversity of etiological agents 
might explain the discrepancies in histochemical 
analyses of the contents of the giant-cell in- 
clusions.’® 1 


SUMMARY 


A fatal case of pulmonary granulomatosis due 
to beryllium is described. It was_ ultimately 
complicated by coincidental tuberculosis and 
secondary heart failure. 


The unusual behaviour of this variant of beryl- 
lium intoxication is noted, including the lack of 
correlation among degrees of exposure and 
ultimate lesions, the long latent period, and the 
apparent “species specificity” of this condition. 


An_ explanatory hypothesis suggests that the 
lesion is the result of reaction between slowly 
formed antibody and gradually released, anti- 
genic beryllium; skin tests offer some confirma- 
tion. 


Striking similarity between these lesions and 
those of sarcoidosis exists; a diversity of etiologi- 
cal agents for the latter is suggested. 


Grateful acknowledgment is made to Dr. A. J. Blan- 
chard, Chief, Laboratory Services, Sunnybrook Hospital, 
for his valuable advice in the preparation and _ inter- 
pretation of the pathological material. Thanks are due 
also to the following: Dr. W. B. Casselman, Banting 
Institute, for the histochemical demonstration of beryllium 
in lung tissue; Dr. C. H. MacNeill and his associates, 
who cared for the patient, Dr. C. M. Jephcott 
of the Ontario Department of Health, for the spectro- 
graphic analyses of beryllium in lung samples; the 
photography department of Sunnybrook Hospital, To- 
ronto, for the illustrations; and Mr. R. J. Wilkinson, of 
the Department of Pathology, Sunnybrook Hospital, who 
prepared the special large lung sections in Figs. 3 and 4. 
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EFFECT OF ACETAZOLEAMIDE 
(DIAMOX) AND PHYTIN ON 
CALCINOSIS UNIVERSALIS 


F. G. DELANEY,* M.D., 

H. Z. HOLLINGER,t M.D., C.M. B.Sc., and 
C. J. PATTEE,+ M.Sc., M.D., C.M., 
Montreal 


Tus supyecr has recently been reviewed by 
Arendt and Pattee.1 Further studies have been 
carried out on this patient, using a carbonic 
anhydrase inhibitor and sodium phytate. 


MEDICATION 


Carbonic anhydrase is an enzyme present in 
many tissues. The site which interests us most 
at this time is the tubule of the kidney, and 
discussion of the pharmacology will be limited 
to this. The main function of carbonic anhydrase 
is to catalyze the reaction of CO, + H,OS8= 
H.CO,. The carbonic acid so formed then breaks 
down to form hydrogen and bicarbonate ions 
H,CO, -— H+ + HCO,-. Following on this 
latter reaction, the H+ replaces Na+ in the 
tubular fluid.? 


The effect of acetazoleamide (Diamox) is to 
block these reactions and promote the urinary 
excretion of cations. Although there is abundant 
evidence that Diamox does increase the excre- 
tion of sodium and potassium,* its action on 
calcium has not been demonstrated. In this 
paper we are attempting to demonstrate the 
effect this substance exercises on the renal ex- 
cretion of calcium. 





Recently, attention has been focused on the 
effects of inositol hexaphosphoric acid (phytic 
acid) and its sodium salt on calcium metabolism; 
the action of this substance appears threefold:* 
(1) To increase fecal calcium excretion, hence 
decrease urinary calcium excretion. (2) To in- 
crease fecal magnesium excretion, hence de- 
crease urinary magnesium excretion. (3) To in- 
crease the phosphate intake, and hence raise the 
serum phosphorus level and increase urinary 
phosphate excretion. The elevation of serum 
phosphate tends to lower the serum calcium 
and hence decrease urinary calcium. 


*Research Fellow, Clinical Investigation Unit, Queen 
Mary Veterans Hospital, Montreal. 

+Former Research Fellow, Clinical Investigation Unit, 
Queen Mary Veterans Hospital, Montreal. 

tDirector, Clinical Investigation Unit, Queen Mary Vet- 
erans Hospital, Montreal. 
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In this case, we felt that medication with 
phytate would be ideal, in that it would both 
decrease calcium absorption and favour calcium 
excretion. It was noted by all investigators who 
had worked with sodium phytate that the sub- 
stance tended to cause gastrointestinal upsets, 
in the form of diarrhoea, nausea or vomiting, 
which were occasionally severe enough to ne- 
cessitate the use of constipating agents. Unfor- 
tunately, this patient showed such a reaction, 
and dosage could not be maintained at optimum 
levels because of severe diarrhoea. 


R.F. was first admitted to the Children’s Memorial 
Hospital in Montreal at the age of five. At that time 
he was complaining of painful knees and elbows and 
hard nodules about the joints of his extremities. Typi- 
cally, the calcium deposits were around the large joints,® 
with no abnormality in the fingers or toes. The major ac- 
cumulations at that time as detected by x-ray were in 
both axille, extending down the mid forearm, in the 
anterior abdominal wall and in the soft tissues of both 
buttocks, extending down both legs to include the knees. 
Biochemical investigation was negative. He was placed 
on a ketogenic diet and Machol. During the next two 
years he was readmitted twice for ulcerations around the 
left knee—these were accompanied by the discharge of 
chalky material from the superficial lesions. Repeated 
radiographs showed a decrease in the deposits in the 
left arm and right leg, but an increase in the size of 
the deposits in the left leg. 


In 1942 he was readmitted to the Children’s Memorial 
Hospital because of a limitation of movement of both 
arms and legs; it was noted that this corresponded to 
an increase in size of the palpable nodules. The patient 
had spent that summer on a farm and nama large 
amounts of milk and cream, which perhaps accounted 
for the exacerbation. He was again placed on the keto- 
genic diet. 


In 1952 he joined the army, and was discharged in 
1954. He was first admitted to the Queen Mary Veterans 
Hospital in June 1954, for further investigation. At that 
time, physical examination revealed hard calcified nodules 
under the skin of both arms and legs. There were minor 
accumulations proximal to both elbows ranging in size 
from a pea to about the size of an almond. In the 
thighs, there were extensive deposits varying consider- 
ably in size and shape. The major portion of the calcium 
had been laid down along the tendons of the hamstring 
muscles of the right thigh. 


X-ray survey confirmed these findings and revealed 
little evidence of calcification of the other soft tissues 
of the body. He was sent home, to return to the Clinical 
Investigation Unit for further investigation later. 


He was readmitted in December 1954; examination 
failed to show any change in his condition either on 
physical examination or on x-ray studies. On this admis- 
sion, Diamox was used for the first time to produce an 
acidosis, in order to increase the mobilization and excre- 
tion of calcium. On 250 mg. of Diamox given four times 
a day, the urine calcium went as high as 514 mg. per 
24 hours from a control value of 370 mg. per 24 hours. 
The patient was discharged on a low-calcium diet. 


Between the time of discharge and the most recent 
admission, the patient worked as a truck driver without 


undue difficulty. 


On February 18, 1956, he was readmitted to 
the Clinical Investigation Unit for further study 
of the effect of Diamox as well as sodium phytate. 











Canad. M 


ed 
Aug. 15, 1956, vol. 75 


METHOD OF STUDY 


The patient was placed on a diet containing 
300 mg. of calcium, 3.0 g. of sodium, and 3.58 g. 
of chloride per day. The caloric intake was about 
2,500 calories, and the protein content 97 g. per 
day. 

A calcium balance study was carried out, in- 
cluding diet analysis, daily urine calcium de- 
terminations, and stool calcium analyses of 
three-day pools. Other laboratory data were col- 
lected as follows: the urine was analyzed daily 
for sodium, potassium, phosphorus, calcium, 
chloride, titratable acidity and creatinine. Stools 
were collected in three-day pools, and analyzed 
for calcium and phosphorus. 

Blood chemistry studies were carried out at 
approximately two-day intervals, and included 


TABLE [. 
Average values Period I 
Calcium: urine......... 249 mg 
ES Sa 5 ens 287 * 
balance....... —235 7 
Sa ec 10.2 ” 
Urine: titratable acid. . . 17.2 _ 
) RR aes 2.63 g. 
ie en eee ee 2.93 “ 
i er acevo 5.66 “ 
a OR ites an Ls 0.863 “ 
i ss BS ee 310 mg. 134.5 mEq./l. 
Rn 16.4 6 4.20 “ 
Ws De ds, ay bn 365 ? ee | 
COz2 combining 
power...... 70 vols. % 31.22 “ 
a eer rrr 371 mg. 
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hours in the last period. The stool calcium dur- 
ing these same periods varied as follows—in the 
control period it averaged 287 mg. per 24 hours, 
rising to 338.7 mg. during the second period 
and falling to 265 mg. per 24 hours in the last 
period. The calcium balance remained negative 
throughout the experiment. During the control 
period it averaged —235 mg. per day, on Diamox 
alone it fell to 477 mg. per day, and on Diamox 
plus Phytin it rose to —186 mg. per day. 

The urinary excretion of sodium and potassium 
rose abruptly on the day that Diamox was 
started: sodium from 2.63 g. to 4.08 g., and 
potassium from 2.93 g. to 6.45 g. per day. How- 
ever, both these electrolytes rapidly returned to 
their previous values (Fig. 1). 

Urinary chlorides decreased steadily through- 
out the period of Diamox administration, from 


Period II Period III 
434.5 mg. 220 mg 
338 .7 - 265 m 
-477 ” -186 2 
10.4 " 11.0 = 
10.5 e 11:5 ” 
2.57 . 3.41 g. 
3.22 “ 2.50 “ 
4.14 “* a 
1.148 “ iia 
321 mg. 139.5 mEq./l. 343 mg. 149.2 mEq./l. 

15.7 eee - 13.9 sf 3.5 = 

394 “~ jaece ™ 403 “115.0 ” 

52.5 vols. % 23.44 “ 47 vols. % 21.00 “ 
326 mg. 1101 mg. 





studies of serum sodium, potassium, calcium, 
chlorides, and CO, combining power. 

The study was divided into three periods. The 
first period, of four days’ duration, was the con- 
trol. During the second period, of 17 days, 
Diamox was given at a dosage of 250 mg. every 
six hours. During the third period, of six days’ 
duration, Diamox was continued at the same 
dosage, and sodium phytate (Phytin) was given 
at a dosage level of 6 g. per day in divided doses. 
On the last day of the study, the quantity was 
increased to 11 g. 


Resutts (see Table I) 


During the control period, the urine calcium 
averaged 249 mg. per 24 hours; during the second 
period it rose to an average of 434.5 mg. per 
24 hours, to fall to a level of 220 mg. per 24 


5.66 g. per 24 hours to 3.78 g. per 24 hours. 

Blood biochemical changes were followed up 
carefully throughout the period of observation. 

The serum calcium varied only slightly during 
the entire period, ranging from 10.2 to 11 mg. %. 
Serum sodium levels did not change significantly, 
though the potassium fell steadily from 16.4 to 
13.9 mg. %. Plasma chlorides showed a steady 
increase from 365 mg. % to a high of 407 mg. %. 
The CO, combining power dropped from 78 
vols. % during the control period to a low of 
44 vols. %. This effect was noted two days after 
Diamox was started, and persisted to the end 
of the patient’s hospital stay (Table I). 


DISCUSSION 


Diamox has been used both to promote the 
excretion of sodium and to produce acidosis in 
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several conditions. No evidence has previously 
been presented that this substance increases the 
excretion of calcium through the kidneys. How- 
ever, in an attempt to put this patient into a 
strongly negative calcium balance, it was used, 
apparently with success. 


Most of the changes listed in Table I demon- 
strate the fact that Diamox was used in adequate 
amounts. A marked 
acidosis was reflected 
by the drop in CO, 
combining power, the 
rise in plasma chlor- 
ides and the fall in 
serum potassium +500 
levels. 34 Balance Mg. 

The urine showed 
a distinct fall in titr- 
atable acidity, and a 
drop in the chloride 
excretion from 5.66 g. 
to 3.78 g. per 24 
hours. The rise in 
urine sodium during 
the third period is no 
doubt due to the in- 
creased intake, as 
sodium phytate is ap- 
proximately 24% 
sodium by weight. 
Similarly the rise in 
stool phosphorus 
would be due to the 
large quantity of 
phosphate present in 
this medication — ap- 
proximately 22% by 
weight. 

It had been antici- 
pated that the admin- 
istration of Phytin 
would be accom- 
panied by a rise in 
the stool calcium. 
This, however, was not noted in this patient. The 
low level of calcium in the stools might be due to 
the low calcium content of the diet, to insufficient 
dosage of Phytin, or to some other factor. It was 
not felt that the diarrhoea noted could account for 
this discrepancy, since it would tend to decrease 
absorption and elevate the stool calcium level. 
The average dose administered was 7 g. per 
day; the dosage recommended by Henneman 
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and Carroll was 9 g. per day.* Even at this 
reduced dosage, the diarrhoea caused by the 
Phytin necessitated the use of codeine. 


For this reason, we feel that the results ob- 
tained with Phytin do not truly reflect the 
potential benefits which might be derived from 
it, were it used in adequate dosage over a 
suitable period of time. 
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Fig. 1. 


SUMMARY 


Balance studies on a patient suffering from 
calcinosis universalis are presented. These stud- 
ies included a calcium balance, electrolyte 
studies, urine titratable acidity, and CO, com- 
bining power determinations. 


Diamox and Phytin were used in an effort to 
decrease the calcium deposits. The physiological 
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action of these drugs is discussed, and other 
effects noted. 


The authors wish to thank Drs. J. S. L. Browne and 
Michael Kaye for their assistance during this investiga- 
tion. They also wish to thank Dr. A. H. Neufeld and 
his staff for their invaluable contributions. The funds 
for this experiment were furnished by Lederle Labora- 
tories Division, American Cyanamid Company, courtesy 
of Dr. J. D. Gallagher. 

Diamox—Lederle Laboratories 
Cyanamid Company. 

Phytin—furnished by Ciba Company Ltd., Montreal, 
courtesy of Dr. Walter Murphy. 
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TRICHINOSIS IN 
CANADIAN ESKIMOS* 


J. E. COFFEY, M.D., C.M.t and 
F. W. WIGLESWORTH, M.D., Montreal 


TRICHINOsIS is a public health problem of minor 
degree in Canada, where the incidence among 
humans has been estimated at 1.5% in Mon- 
treal, 1.75% in Toronto? and 4% in Vancouver.® 
In the U.S.A., Gould‘ has estimated the inci- 
dence to be about 25%, the majority of cases 
being subclinical. Hogs have been considered as 
the source of most human infection. In southern 
Canada, where a regulation of the Federal De- 
partment of Agriculture prohibits the feeding of 
uncooked garbage to hogs, no valid statistics of 
its incidence in hogs are available. However, 
Cameron’ has shown that it does occasionally 
occur in them. 

Although improperly cooked pork and pork 
derivatives are the major source of human 
trichinosis in the more settled areas of our coun- 
try, pork is rarely eaten in the Arctic regions. 
Animals of this region which have been shown 
to harbour Trichinella spiralis, include the polar 
bear,® black bear,? Greenland bearded seal,® 
arctic fox,’ arctic dog.® and walrus.® The in- 


*From the Departments of Pediatrics and Pathology, The 
Montreal Children’s Hospital (formerly The Children’s 
Memorial Hospital) and McGill University, Montreal. 
+Present address, Bourlamaque, Quebec. 
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cidence of trichinosis among the Canadian Es- 
kimo is unknown, but studies by Brown et al. 
among the Eskimos of Southampton Island, 
North West Territories, showed 40% to have a 
positive skin test with trichina antigen. 

While the disease has been reported among 
the Eskimos of northern Canada, the diagnosis 
has never been proven, to our knowledge, by the 
actual demonstration of the parasite. The present 
report describes the cases of two patients in 
whom the diagnosis was confirmed by autopsy 
and by muscle biopsy. 

The patients were Eskimo siblings who were 
flown from Labrador to Montreal and admitted 
to The Children’s Memorial Hospital on October 
15, 1953. No history was sent with the children. 
The only information available was a tentative 
diagnosis of nephritis and bronchial pneumonia 
in the boy and a “chest condition” in the girl. 


CasE 1 


On admission the Eskimo boy, about 7 years old, 
appeared extremely ill. He was listless and dehydrated, 
with a rapid respiratory rate and persistent loose cough; 
T 104° F., P 124, R 44. There was cedema of the sub- 
cutaneous tissues of the face and extremities; harsh 
breath sounds and coarse rales were heard throughout 
the chest. The abdomen was distended and tympanitic, 
but the liver and spleen were not enlarged. The heart 
sounds were normal and the blood pene was 102/48 
mm. Hg. There was a minimal pharyngitis associated 
with discrete pea-sized lymph nodes in the cervical 
region as well as the axillary and inguinal regions. On 
examination of the central nervous system it was evident 
that there was slight but definite neck stiffness with a 

ositive Kernig’s sign. The most striking and puzzlin 
Seatewe of the physical examination was the marke 
hardness and tenderness of the muscles of the extremities. 

The initial laboratory findings were as follows: hzmo- 
globin value 8.2 g./100 ml., white cell count 11,200 with 
a differential count of 8,600 neutrophils, 1,500 lympho- 
cytes, 700 monocytes and 300 eosinophils. The blood 
protein level was slightly lowered due to a decrease in 
the albumin, while the non-protein nitrogen, bilirubin 
sodium, potassium and chlorides were within the norma 
range. The spinal fluid showed a negative Pandy test 
with a protein content of 29.5 mg./100 ml. The cell 
content was increased to 26 per c.mm. and all the cells 
were lymphocytes. Spinal fluid sugar and chloride levels 
were very slightly lowered, being 41.5 mg./100 ml. and 
404.7 mg./100 ml., respectively. Urine examination 
showed no abnormality. Wassermann, Mantoux and ag- 
glutination tests for Salmonellz were negative. Blood and 
stool cultures were negative. 

Chest radiographs showed a pneumonia of the left 
lower and right lower lobes with right hilar and tracheo- 
bronchial lymph node calcification. In addition, there was 
a diffuse increase in density throughout both lungs which 
might have represented a mild to moderate degree of 
pulmonary cedema. There was no evidence of active 
tuberculosis. 

Progress.—Over the next eight days his condition re- 
mained about the same, except for slightly greater 
weakness and a more marked non-productive cough. The 
fever persisted and he was in a semi-comatose state. 
Two days before death he appeared to have severe chest 
pain and at this time his lungs showed fine crepitant 
rales over both bases. Both lower lung fields were dull 
to percussion. On the morning of October 23, the leuko- 
cyte count was 25,400 with a differential count of 23,114 
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Fig. 1.—Cross-section of vastus lateralis muscle to 
show the large number of trichinella larve present. The 
larve are black and about 40 are present in this field. 
Periodic acid Schiff. x 50. 


neutrophils, 1,016 juveniles and 762 small lymphocytes. 
The iaieke eosinophil count was 56 per c.mm. The 
blood chemical findings and spinal fluid showed no 
significant alteration. In view of the hard and tender 
muscles, the possibility of dermatomyositis was con- 
sidered and a muscle biopsy was arranged for the after- 
noon of October 23. However, he suddenly and 
unexpectedly died that afternoon. 


Autopsy.—Autopsy was performed three hours after 
death. The body was that of a fairly well developed, 
somewhat undernourished Eskimo boy with the body 
length of 125 cm. The skin was pale and there was 
moderate dependent cedema. The pericardium contained 
60 c.c. of clear, faintly yellow fluid. The heart weighed 
147 g. (normal average weight 100 g.) and the only 
noticeable abnormality was the presence of pale yellow 
streaking of the myocardium of both ventricles. The 
right pleural cavity contained 350 c.c. and the left 135 
c.c. of pale yellow clear fluid. Fibrous synechize were 
present over the right middle lobe. The lungs weighed 
together 550 g. as compared with a normal average of 
250 g. They were of rubbery consistency, non-crepitant 
and bluish-red in colour, particularly the lower lobes. 
Their cut surfaces showed minimal aeration and pre- 
sented a wet, bloody appearance, most noticeable in the 
lower lobes. A calcified nodule was found in the middle 
lobe of the right lung, with calcified areas in the hilar 
lymph nodes. The peritoneal cavity contained 150 c.c. 
of fluid, and the liver was slightly enlarged, weighing 
860 g. (normal 680 g.). The spleen was not enlarged. 
The kidneys weighed 210 g. (normal 140 g.) and were 
pale but otherwise grossly normal. The brain was of 
normal weight and showed no gross lesion, although 
the leptomeninges were moderately cedematous. 

The skeletal muscles presented a striking appearance 
due to their pallor and marked firmness. The degree of 
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change varied from group to group. They showed 
marked pallor, being almost waxy or parboiled in ap- 
pearance, were hard, and cut with resistance. These 
changes were most marked in the vastus medialis, rectus 
femoris, gastrocnemius, biceps and triceps. The vastus 
intermedius, diaphragm, strap muscles of the neck and 
the erector spinz presented similar but less marked 
changes. Post-mortem cultures yielded no growth. 


Microscopic.—Examination of the stained sections of 
voluntary muscle immediately established the diagnosis, 
as ios twee showed widespread parasitization by typical 
Trichinella spiralis, many of which were coiled within 
the muscle fibres. They were strikingly demonstrated 
by the periodic acid Schiff method, which stained the 
outer coat a deep rose (Fig. 1). The infestation was 
heavy and in the most involved muscles there were 
roughly 45 separate worms in each three sq. mm. of 
tissue. Extensive muscle fibre damage was indicated by 
fibre swelling, basophilia, granular degeneration, hyalini- 
zation and vacuolization. Many fibres were invaded by 
histiocytes in varying degrees. Focal collections of histio- 
cytes, lymphocytes and leukocytes were present, both in 
relationship to degenerating muscle fibres and to naked 
larve (Fig. 2). Eosinophilic leukocytes “were present in 
these areas but were not numerous. The foci were quite 
localized and there was little diffuse surrounding inflam- 
mation. Focal areas of collapse fibrosis were present. 
Beginning encapsulation of the larve was noticed in 
some fibres as indicated by the thickening and conden- 
sation of the sarcolemma, distinctive in its strongly 
periodic acid Schiff positive reaction. The changes in the 
voluntary muscles were those typically associated with 
trichina infestation and the lesions appeared to be of 
about five weeks’ duration. Rough grading showed the 
gastrocnemii, the thigh muscles, the brachialis and the 
Biceps to be markedly involved, the erector spinz, triceps, 
sternohyoid and laryngeal muscles to be moderately in- 
volved, and the diaphragm and intercostal muscles only 
slightly involved. 


The myocardium showed a widespread but focal inter- 
stitial inflammation with parenchymatous degeneration 
(Fig. 3). The foci were small with ill-defined borders 
and contained slight to moderate numbers of histiocytes 
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Fig. 2.—Longitudinal section of erector spinalis muscle 
showing fibre changes and larve. Centrally there is a 
naked larva surrounded by a nodule of inflammation. 
Periodic acid Schiff. « 100. 











Canad. M. A. J. 
Aug. 15, 1956, vol. 75 


"e ow mien see 


es 


Fig. 3.—Anterior wall of left ventricle showing a focus 
of muscle degeneration and a thin infiltrate of inflam- 
matory cells. Hemalum, phloxin, saffron. x 200. 


and leukocytic cells. A fairly extensive examination of 
numerous blocks of myocardium from various parts of 
the heart failed to reveal any trichine. 

Numerous sections of the lungs revealed evidence of 
marked passive congestion, focal oedema, intra-alveolar 
hemorrhages and numerous hemosiderin-laden_histio- 
cytes. The lower lobes were almost solid due to the ob- 
literation of the air sacs by red blood cells. 


Sections of the brain demonstrated widely separated 
small foci of encephalomyelitis, mainly in the white 
matter. These consisted of tiny foci of degeneration in- 
filtrated with macrophages (Fig. 4). In two areas indis- 
tinct remnants of degenerating trichinze were seen. These 
lesions were present in sections from the cervical cord, 
pons, cerebellum, medulla, basal ganglia, island of Riel 
and the rolandic area. The leptomeninges were cede- 
matous and slightly to moderately infiltrated with macro- 
phages and lymphocytes. 


The kidneys showed an unexpected lesion in that 
there was definite evidence of a widespread minimal 
glomerulitis without changes in any other part of the 
nephron. The evidence consisted of focal basement 
membrane thickening, endothelial swelling and an ab- 
normal number of polymorphonuclear leukocytes (Fig. 5). 
This was obviously a subclinical lesion and presumably 
related to the primary disease in the absence of evidence 
of bacterial infection elsewhere. Glomerulonephritis has 
seldom been reported in trichinosis.11 The remainder of 
the organs showed no significant histological lesion. 

Anatomical diagnosis.—Widespread acute trichinosis, 
trichinal myocarditis with cardiac failure and subacute 
passive congestion of the lungs, meningoencephalomyelitis 
and glomerulitis. 


CasE 2 


This girl, aged about 5 years, was a sibling of the 
patient in Case 1, and was admitted on the same date. 
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On physical examination she was evidently in a much 
better condition than her brother. She had a_ barking 
cough, was dehydrated and showed cedema and muscle 
tenderness of the extremities, T 102° F. per rectum, P 
128, R 44. She had photophobia, a purulent otitis media 
and a slight enlargement of the cervical and axillary 
lymph nodes, Breath sounds were harsh except at the 
ight base where they were slightly diminished and no 

es were heard. The abdomen was soft and protuberant, 
with generalized tenderness, and the liver edge was down 
1.0 cm. Slight neck stiffness and a positive Kernig’s 
sign were noted. 


Blood examination showed hemoglobin 8.6 g./100 ml., 
white cell count 25,000, with the following differential 
count: neutrophils 14,200, juveniles 2,400, lymphocytes 
3,600, eosinophils 4,800. An x-ray of the chest showed 
calcified lymph nodes at the right hilus with an area of 
calcification in the right lung, as well as a moderate 
increase in lung density in the right middle and lower 
lobes. In view of the strong possibility of the child’s 
having active tuberculosis, she was transferred the next 
day to the infectious diseases hospital. 


On October 24, 1953, she was returned to The 
Children’s Memorial Hospital because of increasing 
cedema and continuance of her symptoms, as well as 
evidence of hypoalbuminzmia. Gastric washings had 
been negative on smear and a definite diagnosis of active 
tuberculosis could not yet be made. Her serum total 
protein was 6.1 g./100 ml. with 2.65 g./100 ml. albumin 
and 3.45 g./100 ml. globulin. Lumbar puncture on 
October 25 showed a normal spinal fluid pressure with 
a negative Pandy test and a total of 18 aalivenme, con- 
sisting of 10 neutrophils and 8 lymphocytes. Spinal fluid 
protein was 47.4 mg./100 ml., sugar 38 mg./100 ml., 
and chlorides 428 mg./100 ml. Although the heart ap- 
peared slightly enlarged on x-ray examination, there was 
no definite clinical evidence of cardiac failure and the 
electrocardiogram was normal. The Mantoux test was 
positive. 
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Fig. 4.—Area from brain (basal ganglia) showing focus 
of a infiltrated with phagocytes. Eosin azur. 
x ks 
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membrane 


showing basement 
thickening (black) with capillary narrowing and scattered 
multilobed nuclei of polymorphonuclear leukocytes. Peri- 
odic acid Schiff. x 400. 


Fig. 5.—Glomerulus 


On October 28 it was realized that she must have 
trichinosis in view of the histological findings on her 
brother. This was confirmed by biopsy of the gastroc- 
nemius muscle on November 6, 1953. This biopsy 
showed numerous trichine (Fig. 6), but the infestation 
did not appear to be as heavy as in the brother, a rough 
count showing about 26 larve in 3 sq. mm. of tissue. 
The inflammatory reaction was somewhat more intense 
and more diffuse than in the sibling, but otherwise the 
changes were similar. 


The intradermal test with trichina antigen obtained 
from Dr. T. W. M. Cameron of Macdonald College, 
McGill University, was repeatedly negative. Gastric 
washings nae grew Myco. tuberculosis. 

Progress.—Her general condition and appetite im- 
proved steadily, even though she ran an intermittent 
temperature of 101° F. for a month. G2dema and muscle 
tenderness gradually disappeared but the eosinophil 





Fig. 6.—Cross-section of gastrocnemius muscle to show 
larve present in Case 2. Larve black. Note inflamma- 
tory foci. There are about 24 larvee in this field. Periodic 
acid Schiff. x 50. 
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count dropped very slowly and five months later was 
still 2,016. No treatment other than that with antibiotics 
was given. When she was last seen, seven months later, 
her tuberculosis was inactive and the trichina skin test 
was still negative. 


DIscUSSION 


Both cases showed some of the classical signs 
of trichinosis—cedema, muscle tenderness, fever, 
respiratory distress, meningeal reaction and 
eosinophilia. It is interesting to note the absence 
of eosinophilia in the fatal case. Spink’? has 
shown that in animals affected with trichine, 
eosinophilia is reduced after secondary bacterial 
infection. Many others have demonstrated the 
absence of eosinophilia in fatal cases.11 A dis- 
appointing finding was the persistently negative 
trichina antigen skin test in the child who sur- 
vived. However, negative skin tests have been 
shown by others’® in about 10% of cases of clini- 
cal trichinosis and in some severe or fatal cases." 


When contact with this Eskimo family was 
finally made, through a missionary, a list of foods 
eaten prior to the illness was obtained. The 
foods consisted of cod’s head, raw mussels, raw 
bearded seal, raw black bear, boiled cod and, 
in the month of August, raw arctic char. Trichi- 
nosis is known to occur in the bearded seal and 
black bear and these animals may well have 
been the source of infection in the present cases. 
When Eskimos are short of food they will eat 
almost any animal, including their dogs. This, 
combined with the fact that the meat is usually 
eaten raw or half-cooked, suggests that infection 
with trichina is likely to be common. It is ob- 
vious, then, that in dealing with Eskimo patients 
the possibility of trichinosis must always be kept 
in mind. 


SUMMARY 


Two cases of trichinosis in Canadian Eskimo 
siblings are reported, the parasites being demon- 
strated at autopsy in one case and by muscle 
biopsy in the other. Both had fever, oedema, 
marked muscle tenderness, respiratory symptoms 
and meningoencephalitis. One patient died from 
myocardial involvement. Eosinophilia was ab- 
sent in the fatal case, while the intradermal test, 
using trichina antigen, was negative in the sur- 
viving patient. 

It is suggested that the incidence of trichinosis 
among Eskimos may be high and the possibility 
of such infection must be considered at all times 
in dealing with Eskimo patients. 
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A CASE OF MERSALYL 
(SALYRGAN) OVERDOSAGE 


E. C. SHAW, M.D.* and 
L. R. COKE, M.D., F.A.C.P.,t 
Winnipeg, Man. 


THis CASE is presented because the patient re- 
ceived 15 c.c. of Salyrgan (mersalyl) intraven- 
ously in a period of 46 hours, and recovered. 


The patient was a 75-year-old white male, diagnosed 
as having carcinoma of the stomach. He was admitted 
to hospital on July 27, 1954, for gastric resection. His 
complaints then consisted of a weight loss of 12 lb. in 
two months, anorexia and upper abdominal discomfort 
of increasing severity over the same period of time, with 
recent constipation. He had had a prostatectomy in 1952 
and no genitourinary complaints of note since. A half- 
sister had died of carcinoma of the liver. No other sig- 
nificant data were noted in the history. 

General physical examination revealed only pallor and 
emaciation; the blood pressure was 136/78 mm. Hg. 
Abdominal examination was also non-contributory, the 
abdomen being flat, soft and non-tender with no palpable 
masses. 

His preoperative course was uneventful. A. sterile 
Levin tube was inserted the morning of the operation 
(July 30) and Demerol 75 mg. with atropine 1/150 
grain was given hypodermically. He received 1,000 c.c. 
of blood during the operation. His blood pressure re- 
mained stable at 132/68 to 136/80 postoperatively. 
Morphine 1/6 grain was given as required for pain. The 
Levin tube was removed at 2 p.m. on July 30. 

At 4.15 p.m. on July 30, the patient received 5 c.c. 
of Salyrgan in 10% Travert in water due to misinter- 
pretation of the surgeon’s handwriting. In the following 
46 hours a total of 15 c.c. of Salyrgan was given in this 


*Resident physician, Deer Lodge Hospital, Winnipeg. 
+Attending physician, Deer Lodge Hospital, Winnipeg, and 
St. Boniface Hospital. 
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manner before the mistake was discovered. During this 
time, the patient became progressively more restless, com- 
plained of bladder discomfort, used the urinal frequently 
and had to be catheterized on occasion. Eventually, an 
indwelling Foley catheter was established, and although 
it was draining freely, the patient continued to com- 
plain of bladder cramps and the desire to void. He was 
very nervous, jumping about at times. His pulse was 
noted as weak and irregular. His urinary output began 
to fall in spite of his large fluid intake. On irrigation 
of his bladder, the return was seen to be bloody. On 
August 2, his condition was considerably worse. He was 
perspiring profusely and his skin was cold and clammy. 
His B.P. was 78/50 and his pulse was again recorded 
as weak and irregular. He was placed in the Trendelen- 
burg position. Consultation at this time revealed com- 
plaints of muscle cramps, a state of dehydration was 
noted, and the erroneous administration of 15 c.c. of 
Salyrgan was recognized. At this juncture dimercaprol 
(BAL) therapy was begun. The urinary output was ap- 
proaching oliguric levels. After 7.5 c.c. of BAL had 
been given, the patient’s urine output began to rise. The 
blood urea nitrogen level, which had been 15.9 mg. % 
preoperatively, rose to 66 mg. % as the urinary flow 
fell. As the urinary output returned to normal, the blood 
urea nitrogen went down, 30 mg. % being the last re- 
corded value. Urinalysis on August 4 showed albumin 
0.03% whereas previously it had been negative. A total 
of 8.5 c.c. of BAL was given. His subsequent course 
ree and he was discharged on August 19, 
] ; 

He was readmitted on October 20, 1954, complaining 
of weight loss, nausea and vomiting. A recurrence of 
his carcinoma was diagnosed. The patient went down- 
hill rapidly and died on November 11, 1954. 

At post mortem, the adenocarcinoma of the stomach 
was widely disseminated involving the peritoneum, 
liver, gallbladder, left ureter, left and right pleure, 
diaphragm, cesophagus, anterior abdominal wall and 
the mesenteric, aortic and left supraclavicular lymph 
nodes. Gross examination also showed brown atrophy of 
the myocardium and a left hydronephrosis. Microscopic 
examination of the left kidney showed a moderate degree 
of dilatation of the convoluted tubules and a moderate 
infiltration within the interstitial tissue of the kidne 
proper. The glomeruli and small arterioles were normal. 
There was a moderate degree of arteriosclerosis within 
the larger arteries. 


DIscussION 


The undesirable and toxic effects of the 
mercurial diuretics were not quickly made known 
to the profession. In 1920 Heilig and Saxl pub- 
lished an account of their first case of heart 
failure treated with Novasurol. The second pa- 
tient died from the effects of the drug. This case 
did not appear in the literature until 1950. The 
following complications are now well known: 

1. Local necrosis. 

2. Dehydration and salt depletion:* ?* 7? (a) 
weakness; (b) cramps; (c) restlessness; (d) 
delirium; (e) tetany; (f) gout; (g) hemi- 
plegia;'’ (h) coronary artery thrombosis.” 

3. Hypersensitivity reactions: (a) urticaria 
and exfoliative dermatitis;* (b) sudden death.” ”? 

4. Toxic effects: (a) acute pre-renal urzemia;* '° 
(b) nephrosis;* (c) poisoning.* ?° 

5. Acute urinary retention.” 
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The incidence of these manifestations is not 
known. Nor has an index of human tolerance 
been clearly established, although 6 c.c. of the 
intramuscular preparations has been calculated 
to be the maximum non-lethal dose in man.”* 
According to Homer Smith, mercurial poisoning 
is a rare occurrence.”° The most common and 
important effects of mercurial overdosage are 
loss of extracellular fluid, electrolyte disturbances 
in the body fluid, and reduction of blood 
volume.* ?* These effects result from excessive 
diuresis and chloride loss.’ The syndrome of 
acute dehydration is characterized by profound 
weakness, apathy, somnolence, disorientation, 
delirium and occasionally coma.’*?1 Muscle 
cramps are often present, especially in the 
calves.2 The reports of such symptoms and 
fatalities caused by mercurial overdosage are, 
generally, in cases of congestive heart failure 
with marked cedema. The overdose really con- 
sists of a normal dose, i.e. 1-2 c.c. intravenously 
or intramuscularly, which causes an excessive 
diuresis with consequent acute dehydration. In 
such instances, failure to give a test dose of 0.5 
c.c. is considered tantamount to bad manage- 
ment. 


In this case, the total amount of Salyrgan was 
15 c.c. given intravenously over a period of 46 
hours, i.e. approximately 314 to 7 times the 
usual daily dose. The signs and symptoms were 
those of acute dehydration. The rise in the blood 
urea nitrogen level, ?° and the drop in urinary 
output may also be attributed to the rapid loss 
of body fluid. However, the presence of hzma- 
turia and albuminuria would suggest the onset 
of organic damage to the kidneys. Outright 
mercurial poisoning cannot be claimed. Sialism, 
diarrhoea and colitis were not apparent. Nor can 
it be stated definitely that poisoning and com- 
plete renal shutdown were averted by the ad- 
ministration of BAL. However, BAL does in- 
crease the rate of excretion of mercury and this 
was the rationale for its administration.” ™ 

One c.c. of Salyrgan contains approximately 
40 mg. of mercury. It has been established that 
12 mg. of a 40-mg. dose is excreted in the first 
24 hours after administration.’° Since there was 
a pause of three days before BAL therapy was 
started, we may suggest that: the kidneys re- 
ceived the full effect of the first 5 c.c. dose of 
Salyrgan given, ie. 214 to 5 times the normal 
daily dose, and were still able to respond to 
subsequent Salyrgan infusions (see Fig. 1). 





Canad. M. A. J. 
Aug. 15, 1956, vol. 75 


2250 












INTAKE —<© 2.06] 


8 
° 


BU. ON. 
28 JULY 15.9 mg % 


4 AUG 66.0 mg % 


VOLUME (cc.) 





66.0 mg @ 


30.0 


FLUID 





i ms tH . 
ee sury| 1 auc | 2 auc| 3 auc | «4 auc | s aus | 6 ave | 7 ave | 


TIME (Days) 
Fig. 1.—Intake and output of fluid. In inset, blood urea 


nitrogen (B.U.N.) levels. 

Experimental work on animals with regard to 
mercurial tolerance does not appear to be ap- 
plicable to human beings. For example, toxicity 
was produced in dogs by the administration of 
mercurial diuretics in doses equivalent to 0.39 mg. 
of mercury/kg. body weight/day for three con- 
secutive days.? When considered in terms of 
average human weight, this amounts to 27.3 
mg./70 kg./day. Obviously this cannot be used 
as a standard of toxicity for humans since Salyr- 
gan, for example, contains approximately 40 mg. 
of mercury/c.c. and is usually well tolerated in 
1-2 c.c. doses. The accumulation of reports of 
mercurial overdosage is important, in that some 
index of human tolerance may be thus estab- 
lished. 

It may be asked why hydration therapy was 
maintained in spite of renal embarrassment. 
Since the patient was markedly dehydrated and 
elderly, the danger of thrombosis with resultant 
cerebral or myocardial damage had to be con- 
sidered.’7 Accordingly, fluid intake was main- 
tained at a relatively high level. 

In summary: 

1. A 75-year-old male received 314-7 times the 
normal daily dose of Salyrgan and survived. 

2. BAL was used to speed the excretion of 
mercury. 

3. Hydration was maintained, in spite of renal 
impairment, with a view to preventing cerebral 
or myocardial thrombosis. 

4, The reporting of mercurial overdosage is 
important in that some index of human tolerance 
may be thus established. 

5. A list of untoward effects of mercurial diu- 
retics is noted. 
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URINARY FISTULA OF THE 
VAS DEFERENS* 


E. P. WHITE and N. E. BERRY, 
Kingston, Ont. 


THE INCIDENCE of epididymitis in the military 
hospitals in England during the last war was so 
great that in 1943 the Director General of Medi- 
cal Services issued a circular letter drawing 
attention to this situation. It quoted from the 
opinion expressed at a symposium on epididym- 
itis, reported in the Proceedings of the Royal 
Society of Medicine, in April 1943, that a pos- 
sible mechanism in the production of epididymitis 
was a reflux of urine along the vas. This might 
follow violent muscular effort in soldiers who 
had a full bladder, resulting in a very high 
intracystic pressure. The following case illustrates 
that reflux of urine along the vas undoubtedly 
can, and does, occur under certain circumstances. 


A.M., a white man, 76 years of age, was admitted to 
hospital on April 10, 1946, complaining of leakage of 
urine from a sinus in the right groin; frequency of 
urination, two to five times at night and every hour 
during the day; poor urinary stream; and difficulty in 
starting the act of urination, with terminal dribbling 
and dysuria. 


*From the Departments of Urology, Queen’s University 
and Kingston General Hospital, Kingston. 
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He gave no history of venereal disease. He first had 
urinary symptoms, frequency, and poor stream in 1917, 
at the age of 47 years. On discharge from the army in 
1919, he was examined for the complaint. A catheter 
was passed but no further treatment was given. He was 
advised to report back if symptoms increased. In 1925, 
he developed acute urinary retention and a two-stage 
prostatectomy was performed by a general surgeon. He 
was hospitalized for seven weeks. He had no epididy- 
mitis at this time. The suprapubic sinus was slow in 
healing and he developed a large ventral hernia. 

In 1930, at a Veterans’ hospital, a ventral hernia was 
repaired and he had some type of urethral instrumenta- 
tion, probably passage of sounds. Following this, he had 
hematuria for five days and about the third day after 
instrumentation he developed an acute epididymitis on 
the right side. This subsided after about two weeks, 
leaving some residual thickening. There was no improve- 
ment in urinary symptoms. In 1940, he struck his 
scrotum while climbing a fence. The right testicle again 
became swollen and painful. He was admitted to hospital 
and about one month later, as epididymitis did not 
subside, a right orchidectomy was performed through 
a low groin incision. No investigation of urinary symp- 
toms was made. About two months after the wound 
healed, a painful swelling developed which he opened 
himself, liberating purulent material. Afterwards the 
wound drained intermittently. 

About one year later, he noted that the drainage from 
the sinus looked like urine and that there would be 
some drainage each time he urinated. This persisted 
until admission to hospital, with periods when the 
sinus would heal over temporarily, necessitating incision 
of the resultant painful swelling. Frequency of micturi- 
tion and poor stream continued. 


Physical examination.—He was a lean, active, elderly 
male with no significant abnormalities. His abdomen 
showed a well-healed suprapubic scar. There was a low, 
right-groin scar with a sinus in the centre from which 
urine could be made to spurt in a fine jet each time 
he voided. The right side of the scrotum was empty, 
while his left scrotal contents were normal. Rectally, his 
prostate was of moderate size, smooth and of elastic 
consistency. 

An F. No. 16 catheter was passed with ease and six 
ounces of residual urine was obtained. This urine was 
alkaline in reaction and contained 50-60 pus cells per 
high-power field. On culture, coliform bacilli were found. 

The day after admission, a cystoscopic examination 
was done under low spinal anzsthesia and the sinus in 
his right groin was explored. An F. No. 24 cystoscope 
passed with ease. Bladder mucosa showed a_ mild, 
generalized inflammation. The bladder wall showed 
gross trabeculation. No stone, tumour or diverticular 
orifice was seen. 

The sinus in the right groin was explored and was 
found to lead down to what appeared to be the severed 
end of the vas deferens just below the external inguinal 
ring. An F. No. 4 ureteral catheter was passed along 
this and 10% Argyrol was injected. This appeared in 
the bladder, although we were unable to identify the 
opening in the prostatic urethra during the period of 
injection. 

The vas was then injected with 12% sodium iodide 
and radiographs were taken (Fig. 1). They showed the 
course of the vas deferens and the outline of the seminal 
vesicle. Most of the opaque material, however, was seen 
lying in a crater in the region of the floor of the 
bladder. 

The resectoscope was then passed. When the instru- 
ment was withdrawn to the external sphincter, two 
large, ragged lateral lobes could be seen overlapping 
each other, and beneath them was a cavity from which 
some prostatic tissue had obviously been removed. About 
the vesical neck there was also a thick ridge of prostatic 
tissue. The prostate was completely resected, about 45 
g. of tissue being removed. The wound in the right groin 
was sutured. The pathological report on the prostatic 
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Fig. 1.—Vas injected with sodium iodide shows outline 
of seminal vesicle and a pool of opaque material lying 
in the region of the base of bladder. 


tissue removed was: active glandular hyperplasia and 
chronic prostatitis. 


The postoperative course was uneventful, except for 
considerable induration about the wound in the right 
groin which subsided after one week. The urethral 
catheter was removed on the third day and the patient 
voided freely. Residual urine was less than one ounce. 

The right groin was again explored on April 23. The 
end of the vas could not be identified and there was 
much inflammatory thickening in the area, tissue being 
stained with Argyrol. This was excised and the cavity 
drained, the skin being closed with one suture. 

This groin incision healed rapidly and the patient was 
discharged from hospital 26 days after admission. On 
discharge, he still had to urinate 2-3 times each night 
but the stream was of good calibre. His urine showed 
50-60 pus cells per high-power field. 

One year later he was contacted by letter and certain 
questions were asked. The following is his reply: (1) My 
general health is good. (2) I urinate sometimes once at 
night, but not very frequently. (3) I urinate four to five 
times during the day. (4) My groin was healed up 
before I left the hospital and has never been any 
trouble at any time. Urinalyses showed clear urine. 


DISCUSSION 


Our explanation in this case is that at the 
original prostatectomy an enlarged middle lobe 
was removed. This did not completely relieve 
the obstruction and a gradually increasing pres- 
sure developed in the resulting cavity in the 
prostatic urethra. This was highest at the time 
of voiding. 

After his orchidectomy for epididymitis, there 
remained a patent channel connecting the blad- 
der cavity to the groin. The pressure in this 
cavity was sufficient to dilate this channel and 
to overcome any sphincter action in the ejacu- 
latory ducts. As a result a urinary fistula was 
formed. The feature of clinical interest in this 
case is the relationship of urinary -reflux along 
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the vas deferens and the production of epididym- 
itis. | 

Numerous articles’? have appeared in the 
literature discussing the incidence of epididymitis 
after prostatic surgery and comparing the inci- 
dence in cases of bilateral ligation of the vas 
deferens and in cases without ligation. The con- 
sensus certainly favours ligation as a method of 
prevention of epididymitis, and most agree that 
this should be done before any urethral instru- 
mentation has been carried out if the incidence 
of postoperative complications is to be lowered. 

Rolnick*® in 1925 postulated that epididymitis, 
secondary to a posterior urethritis or vesiculitis, 
results from extension of the infection along the 
lumen of the vas deferens, the mechanism here 
being the regression of the bacteria towards the 
epididymis following each peristaltic wave to- 
wards the posterior urethra. 

Apparently, the verumontanum must show 
mechanical irritation, trauma or inflammatory 
cedema, causing loss of sphincter tone of the 
orifice of the ejaculatory duct. 

O’Conor* in 1935 reported two cases in which 
Silvol solution was in the vas 24 hours after 
injection of 10 c.c. into the bladder of men who 
had prostatic obstruction with residual urine. 
Kreutzmann’ states, “it seems logical to assume 
that, under certain conditions, unknown at the 
present time, reflux of urine from the posterior 
urethra into the vas, comparable to reflux from 
the bladder into the ureter, may occur.” He cited 
a case of urinary fistula from the cut vas in a 
man who had had an enlarged prostate. Hanley® 
reported a case of urinary fistula after scrotal 
vasectomy in a man who had had a prostatec- 
tomy, and Meade’ reported a case of urinary 
fistula after vasotomy in a man who had a 
stricture of the urethra. Vasotomy had apparently 
been performed because of recurrent attacks of 
epididymitis. 

The present case, we feel, demonstrates that 
urine can be forced back through the ejaculatory 
ducts into the vas and that probably this is a 
definite causal factor in many cases of epididym- 
itis, especially those which follow urethral in- 
strumentation or prostatic surgery. 
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Special Article 


ART AS THERAPY* 


C. A. FORSSANDER, M.R.C.S.(Eng.), 
L.R.C.P.( Lond. ), Montreal 


[N THE COURSE of chronic disease the sufferer 
tends to revert to a childhood emotional level; 
the male is notorious (according to the female) 
for the ease with which he returns to infancy 
even when he has a common cold, and an 
understanding of this human characteristic is 
important in therapeutics. Most of us need re- 
assurance in one form or another, whether it be 
applause from an audience or merely the good- 
will and approbation, or even the dislike, of our 
fellows, and during illness this need is magnified. 
Guidance and encouragement contribute a very 
great deal towards rehabilitation. Moreover, 
deep in us all is a need for constant improve- 
ment, and life gives so many chances for failure 
in this respect that it is not difficult to find 
release and excitement in an activity such as 
painting, in which continued improvement is 
usual, and in which we may be criticized only 
for technique and not for ideas. 


How may painting be exploited as a_thera- 
peutic aid? The creation of an atmosphere of 
confidence between therapist and patient is 
essential. There must be no suggestion of “analy- 
sis” (which in any case is largely a pipe dream ) 
as this inhibits creativeness; if the patient feels 
that he may be trapped into putting guilty 
secrets on view he is not likely to relax. 


Also, it should be remembered that nothing is 
lost by a determination to improve technical 
skill in drawing, provided it does not lead to 
frustration. So often the painter confuses “im- 
provement” with a desire to please his critics, 
which is a very different matter. The critic does 
not usually remark on the object of criticism 
in a spirit of helpfulness. He is concerned with 
his own reputation and will tend to say things 
that will be approved by his audience. 


Art, unlike science, cannot be classified. We 
talk about the Pre-Raphaelites, the Impression- 
ists, and so on, but that is merely a matter of 
convenience, and although one painter will lean 
towards the intellectual, others live in our minds 
on account of their emotional content. Van Gogh 
showed a determined effort throughout his cre- 
ative life to improve the intellectual aspect of 
his pictures, and never achieved very much in 
that direction, a fact well mirrored in his life. 
As he grew older the manic quality became 
more obvious both in his life and his work, 
shown best of all in his last stay in hospital, 





*From the Department of Physical Medicine and Re- 
habilitation, Montreal General Hospital. 





SPECIAL ARTICLE: ART THERAPY 303 


when much of his best painting was done. He 
himself thought that his technical skill was most 
in need of improvement, an impression that 
seems to have been encouraged if not initiated 
by his art-dealer brother, who doubtless had the 


public demand in mind. 


We should, however, be careful of thinking 
that the emotional in painting is always a matter 
of high colour and an escape from “tight” draw- 
ing. Colour is the component of a painting which 
most lends itself to the carriage of emotion, but 
it does have an intellectual side, although that 
is more elusive. As always in art, so much 
depends on the viewer. If we are not suscept- 
ible to certain qualities, we do not see or recog- 
nize them in a painting. 

Unconsciously the individual views a work of 
art in terms of his own experiences and associa- 
tions, which partly explains why the taste of one 
generation is not that of the next. It also may 
give a clue as to why many people, particularly 
of an older generation, express disgust at and 
hostility to what they call Modern Art. If the 
viewer has been frustrated in his childhood by 
an adult who attempted to impose personal 
standards of drawing, he would be most annoyed 
to find that the artist is “getting away with” some- 
thing that he has always been taught is “wrong”. 
Art is of course timeless and throughout the ages 
of various and varying quality, but Modern Art 
to many people is something expressed in sym- 
bols different from those they are accustomed to 
see or hear, which makes for a sensation of 
insecurity. Recently there has been a trend to- 
wards apparent spontaneity and naiveté; for 
instance, Matisse said that his ambition was to 
paint with the innocence of a seven-year-old, 
adding to this the adult’s wisdom, and _ this 
approach may explain why many paintings today 
are reminiscent of those of the child painter. 

In therapy, technical considerations are 
secondary, but this may be most difficult to 
explain to the patient. Whistler’s reply to the 
judge who asked how long he had taken to 
paint a certain picture—“half an hour and the 
experience of a lifetime’—is a rebuke to the 
layman’s emphasis on the craft of painting and 
his difficulty in understanding the more elusive 
shades. This attitude is seen in the beginner 
who usually tends to buy very fine brushes, 
because he has been captivated by detail. It is 
the rendering of the cloak that wins uninformed 
admiration at the Academy, not the artistic value 
of the whole, but this is merely the enthusiasm 
of a moment. It is well to remember that a 
structurally sound picture can never be a com- 
plete failure, however inexpert the, detail. 

All painting is abstracting, so the term “ab- 
stract painting” is only one of degree. For 
instance, although the Pre-Raphaelites adver- 
tised as their creed the recording of every blade 
of grass, one has only to look at Rossetti, Ford 
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Madox Brown, Burne-Jones, Holman Hunt or 
Millais to see that although the drawing is tighter, 
a great deal has been necessarily rejected. It is 
this selection and rejection that is at the heart 
of the matter—what we put in and what we 
leave out. That is the dilemma of everyday life. 
And painting, or any form of creative activity, 
is a mirror of our response to reality. And where 
our treasure is, there will our hearts be also; 
we put on canvas our hearts, or if we are not 
intellectually honest, what we would like the 
world to believe of us. Which at least means 
that we have standards, even if we cannot al- 
ways live up to them. 


The courage necessary for this declaration of 
self is the sign of a maturing personality. The 
man who prefers to copy the work of others, 
without being impelled to make his own con- 
tributions in the process, appears to have re- 
mained at a childhood level. He cannot or will 
not cut the apron strings, he is emotionally 
dependent and fears the unknown of reality. His 
creative endeavours will help him; and also per- 
haps he may gain boldness from the meditations 
of Marcus Aurelius at the time that Galen was 
his personal physician, when he said: 


Throw away thy books, no longer be distracted; it is 
not allowed. But as if thou wast now dying, despise the 
flesh: it is blood and bones and a network, a contexture 
of nerves, veins and arteries. . . . No longer let thee be 
a slave, no longer be pulled by the strings like a puppet 
to unsocial movements, no longer be either dissatisfied 
with thy present lot, or shrink from the future. 


In painting, this patient may find his outlet 
by disregarding form altogether, at least for a 
while, and exploring the excitement of colour 
until he begins to feel the need of making his 
ideas understood by others. In fact, this may be 
the best way for all adults to start painting: 
an undisciplined burst of colour without the 
demands of form. As he begins to find that he 
wishes to say something, when he desires to 
communicate his joy and sadness to others (a 
very healthy sign), he will seek the means, and 
this requires some facility in drawing. 

Finally, when he finds the need to arrange 
his objects on the canvas in a way satisfying 
to himself, thus forming a pattern, he is on the 
road to good painting and a full life. The two 
develop side by side. Design in his art is a 
reflection of design in his life; it shows an in- 
tention to plan. Design or pattern, the arrange- 
ment of masses, is most easily seen in some of 
the more “abstract” painters. Some show an 
abandon in line and in exciting colour which is 
quite the opposite of others who tighten them- 
selves to a point where one wonders how such 
tension can be conveyed to canvas. And yet 
both schools demonstrate that great care and 
technical skill do not necessarily exclude ex- 
pression. 
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Many of the old masters were well aware of 
the need for emotional exteriorization; Rem- 
brandt was an outstanding example, developing 
by simplifying as the years went by, eventually 
finding the bili to say much with economy, 
fortunately not always to the limits reached by 
Shakespeare in his sonnet: 


I never saw that you did painting need, 
And therefore to your fair no painting set... . 


As with music, discussion of anything but the 
technical side may seem impertinent and _ is 
usually unfruitful, since so much is in the realm 
of feeling. The individual has to find his own 
way; he can only be guided. Painting affords 
rare moments in life when it is possible to go 
exactly as one pleases; rules are there to be 
broken, and in this and the voluntary choice of 
discipline which is eventually necessary, lies 
some of the therapeutic value of painting. It is 
said that even the great Turner in the heat of 
creative energy would abandon his brush and 
use a penknife, piece of wood, or other handy 
tool to serve his purpose. We must learn to 
compromise between the academic and the 
needs of the moment. 





GALLBLADDER DISEASE IN THE 
ELDERLY 


Gallbladder disease is the commonest cause of lapar- 
otomy in persons over 60 years old. Although the 
mortality from surgery rises with age, there is no reason 
to avoid surgery in cases where gallbladder disease in- 
dicates it in elderly patients. After the age of 60 there is a 
very great increase in the incidence of acute cholecys- 
titis, common duct obstruction and carcinoma in the 
diseased gallbladder. Acute cholecystitis in elderly pa- 
tients should be treated as an emergency. The eles 
person with biliary colic should not only receive an 
opiate, but should be carefully examined every few hours 
to detect onset of acute cholecystitis. Perforation in this 
age-group is associated with minimal physical signs. Be- 
fore operation, pain may be relieved by paravertebral 
block from the sixth to tenth thoracic ganglion on the 
right side with 1% procaine. Intravenous fluids are 
started and a wide-spectrum antibiotic is added. Leuko- 
cyte count, a serum amylase test, and an electrocardio- 
gram are obtained, and the blood is grouped. Expe- 
ditious but unhurried surgery, together with gentle 
handling of tissues and skilled anesthesia, will lower 
mortality and morbidity. After operation, care should be 
taken not to give too much sedation or too much fluid. 
Early ambulation is imperative. Electrolyte imbalance, 
which may occur very rapidly, should be watched for. 


In mentioning these points, Horwitz of Washington, 
D.C., (J. A. M. A., 161: 1119, 1956) roints out that in 
300 consecutive operations for gallbladder disease per- 
formed at his hospital there have been no deaths, al- 
though in 67 cases the patient was over 60 years old. 
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CLINICO-PATHOLOGICAL 
CONFERENCE. V. 


MONTREAL GENERAL HOSPITAL, 
MARCH 22, 1956 


TERENCE C. TODD, M.D., 

H. ERNEST MacDERMOT, M.D. and 
WILLIAM H. MATHEWS, M.D., 
Editors, Montreal 


A 67-YEAR-OLD WHITE MAN was admitted to 
hospital on December 2, 1947, because of cough 
and sputum of two months’ duration, difficulty 
in swallowing and vague epigastric pains over 
the same period; shortness of breath, swelling 
of feet and ankles, loss of appetite and loss of 
weight, all of five months’ duration. 


Since July of the year of admission the patient’s 
appetite had been poor and his weight had dropped 
from 160 Ib. to 120 Ib. He had had occasional epigastric 
pain, especially after eating meat, and increasing diffi- 
culty in swallowing for two to three months. He had 
vomited fairly frequently and was reduced to taking 
semi-solid foods and fluids. He had lost a great deal 
of strength, and his friends said “he looked like death”. 
In the previous two months he had developed an irritat- 
ing cough with some slight, thick, white sputum. He 
had also had increasing shortness of breath, and found 
that he slept more comfortably propped up. His ankles 
had been swollen for five months. He had not vomited 
any -— nor had he had black, bloody or clay-coloured 
stools. 

Physical examination revealed an elderly white man 
who despite his complaints of orthopncea was able to 
lie fairly comfortably flat in bed. His temperature was 
99° F., pulse 100, respiration rate 20 and B.P. 122/74 
mm. Hg. He gave acim of considerable weight loss, 
and was sallow in appearance. The chest was clear. The 
heart was not enlarged to percussion. Apical systolic 
and basal systolic and diastolic murmurs were described, 
the basal systolic extending into the neck. The abdomen 
was rounded, rather full in the epigastrium with some 
tenderness in the latter area. The liver was palpable 
three fingerbreadths below the right costal margin, the 
edge being firm, smooth, and slightly tender. The spleen 
was not palpable. There were no masses or free fluid. 
— legs showed marked pitting cedema up to the lower 
thighs, 

The patient had been digitalized in the Outdoor Dept. 
some days before admission. He was continued on 
Digitoxin 0.1 mg. twice daily, and by December 6, there 
was only slight cedema of the legs. He was still able to 
lie flat in bed, and his appetite had improved. There 
had been some nausea but no vomiting. Several attempts 
had been made previously at a barium series examina- 
tion but because of difficulty in swallowing only one 
examination was successful, with the following result: 
“The patient was difficult to examine. In order to swallow 
a mouthful of barium it was necessary for him to 
swallow at the same time a large amount of air. The 
result was that he distended his cesophagus and the 
cardiac end of the stomach with air, so that it was 
impossible to fill the cardiac end of the stomach com- 
pletely. Projecting into the gas-filled cardiac end of the 
stomach is a rounded mass measuring approximately 


5 cm. in diameter. Spot films were made with the pa- 
tient in the supine position. The tumour mass was out- 
lined with barium. The distal two-thirds of the stomach 
presents a mottled appearance, perhaps due to multiple 
polypoid lesions of th 


e stomach, but most likely due to 
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a mixture of gas and barium. There is no evidence of 
ulceration. The rounded shadow described appears to be 
circumscribed.” 

Examination at a later date indicated a return to the 
marked cedema of ankles and legs without dyspnoea. The 
lung bases were dry. It was felt that the attempts at 
apparent coughing were really attempts at vomiting. The 

eart murmurs were variously reported as absent or 
present. Abdominal distension was more marked. The 
liver was the same as previously, but no longer tender. 
The spleen was not palpable. Careful palpation failed 
to disclose a mass to correspond with the x-ray findings. 
Small bowel peristalses were easily visible. Laboratory 
tests gave a hemoglobin value of 66%, total proteins of 
6.00 g. % with albumin of 3.09 g. % aa lobulin 
of 2.91 g. %; bilirubin (2) of 0.1 mg. %; cephalin floccula- 
tion +++; bromsulphalein, 14% dye retention in 45 
minutes (5 or less); gastric analysis, no free HCl and 
total acidity of 30. Gastroscopy was attempted but was 
unsatisfactory; the instrument could not be introduced 
into the stomach due to the encountering of an irregu- 
larity a centimetre or two below the cardia. Operation 
was advised against, both because of the patient’s poor 
general condition and because of the very likely spread 
beyond the primary lesion. 

The patient was carried on supportive therapy. He ran 
an intermittent fever of approximately 101° F. until 10 
days before death on January 26, 1948. His course was 
more or less progressively downhill, with the develop- 
ment of Cheyne-Stokes breathing, basal rales and ascites. 


DiFFERENTIAL DIAGNOSIS 


Dr. Charles W. Fullerton:* This patient had a 
large number of symptoms and complaints in- 
volving several systems. I will attempt to cor- 
relate these symptoms and complaints without 
implicating more than one varying disease. With 
so many complaints on admission, I think it 
would be simpler if I dealt with them by systems, 
eliminating symptoms that I do not think are of 
primary importance in the disease process itself. 

Firstly I will discuss the symptoms relating 
to the cardiovascular system. On admission the 
patient had shortness of breath and swelling of 
the feet and ankles, and on examination sub- 
sequently it was found that he had an enlarged 
liver and cedema of the feet. But it is indicated 
too that he had no rales at the base of either 
lung, and also it was noted that when in hospital 
he could lie flat in bed, whereas at home he had 
had some difficulty in this regard and had had 
to sit up at night. His oedema disappeared shortly 
after he entered hospital, and this may well be 
ascribed, erroneously, to the use of digitalis. 
However, it is probable that the disappearance 
of this symptom coincided with bed rest, and was 
due to that fact. The likelihood of this assump- 
tion is borne out by the fact that after a short 
passage of time the oedema of his legs returned, 
to an even greater degree, in spite of the fact 
that he was receiving hospital care and was on 


*Senior Physician, Montreal General Hospital. 
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digitalis therapy. The other finding mentioned 
which places emphasis on his cardiovascular 
system is the presence of murmurs. When he was 
admitted, these were chiefly basal, and varied 
from time to time, sometimes being hard to hear. 
To my mind this is rather more suggestive of 
so-called “heemic” murmurs, which may occur in 
any person with cardiac dilatation, and an in- 
creased. blood flow, which may occur in any very 
ill patient. Again, so far as his cardiac system 
is concerned, the only pulse reading noted (on 
admission) was 100, which does not seem very 
high. 

No enlargement of his heart was detected on 
percussion; in any case it could not have been 
grossly enlarged, because no mention was made 
of the cardiac shadow on any of the x-ray re- 
ports. Surely, with involvement of his heart, 
mitral configuration, if present, at least would 
have been mentioned. 

He had a fever on admission, together with 
the heart murmur. You might consider that he 
had a subacute bacterial endocarditis, but no 
mention is made of petechize, and apparently no 
blood culture was taken. There is no mention in 
the protocol of a white cell count or prothrombin 
time. 

You cannot therefore incriminate the myo- 
cardium in this patient’s illness, unless conceiv- 
ably he had some small metastatic carcinoma or 
sarcoma involving the myocardium. This, how- 
ever, cannot be suspected unless there were 
indication of a bulging appearance in the x-ray 
picture of the heart, or the presence of a peri- 
carditis. 

Further proof of the fact that the heart is not 
at fault is that, in spite of the increased oedema, 
this man had lost weight. In cedema due to 
cardiac failure he would certainly have gained 
weight and not lost it. 


I suggest that his nocturnal dyspnoea might 


be due to irritation of the left diaphragm due to 
the mass which was seen in his stomach. 

I would say here that one of the commonest 
mistakes in diagnosis is to assume that bilateral 
cedema of the legs is due to cardiac failure. 
Much digitalis is given because of this mistaken 
diagnosis, and it is quite unwarranted. I feel that 
this patient’s bilateral cedema, which cleared and 
then recurred, was due to venous obstruction. 

Secondly, dealing with the patient’s respira- 
tory system: On admission there was a history 
of cough of two months’ duration, and with 
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this some sputum, but there is no indication that 
the sputum was purulent. In the record of his 
course in hospital we find very little mention 
of this cough in subsequent notes, except for 
one statement that it was felt that “his cough 
might really be an attempt to vomit, and not a 
true cough”. So I think the possibility of bron- 
chogenic carcinoma or any other bronchial or 
pulmonary malignancy could be eliminated by 
the absence of chest findings, purulent sputum, 
chills and fever. 

Then we must consider the cesophagus. I feel 
that primary disease of the oesophagus can be 
ruled out. The patient had barium swallows and 
gastroscopic examination, and it seems incon- 
ceivable that with these investigations any exist- 
ing lesion of the cesophagus could not have been 
seen at the time. Again, there is the fact that at 
the barium examination he had difficulty and 
swallowed air, upon which the cesophagus 
ballooned up. That in itself would eliminate the 
possibility of an infiltrating lesion extending to 
any degree up the cesophagus; as in the case of 
an infiltrating lesion we would expect rigidity 
and not ballooning of the cesophageal wall. 

Consideration must be given to the medi- 
astinum. Tumours and aneurysms may cause 
dysphagia, but again, in the numerous x-ray 
examinations and gastroscopic examination of 
the cesophagus, no bulge was seen, and I do not 
believe that there was primary disease either of 
the mediastinal lymph nodes or of the aorta. 

With the above possibilities eliminated, the 
importance of the gastric symptoms and findings 
in the various examinations assumes even greater 
proportions. The presence of the large ‘circum- 
scribed tumour protruding into the cardiac end 
of the stomach is substantiated by the fact that 
the gastroscope on examination could not be 
inserted more than 1-2 cm. below the lower end 
of the cesophagus, suggesting that it was being 
obstructed by this tumour mass. 

Note should be made that the x-ray films were 
exposed in the supine position. Consequently we 
cannot be sure whether the tumour was arising 
from the stomach wall itself or pressing up 
posteriorly from the retroperitoneal space. If the 
fluoroscopic examination had been done in the 
upright position, it would have been possible to 
see the tumour in the stomach wall, but with any 
other position one could not be sure that it was 
there. 
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Such a circumscribed tumour in such an area 
is a very rare condition, and we have to elimi- 
nate both intrinsic and extrinsic diseases of the 
stomach and retroperitoneal nodes that might 
cause such a picture. 

Firstly, one of the more improbable ones is 
syphilis. This is usually an infiltrating lesion, but 
occasionally a gumma occurs. Such patients are 
very ill and go downhill rapidly, but the lesion 
is usually prepyloric, and the average age of 
onset is 33. This rather fantastic manifestation 
of syphilis I think can be eliminated. 

Secondly, there is syphilitic aneurysm of the 
abdominal aorta. This condition is very rare, and 
certainly cannot be diagnosed in the absence of 
pulsation; I think we can eliminate it by that 
fact, by the patient’s age, and by some of the 
generalized symptoms involved. 

Carcinoma of the stomach is a very tempting 
diagnosis, and on the face of it would explain 
most things. It does occur in the cardiac end 
of the stomach. It can infiltrate and involve the 
lower end of the cesophagus even before it is 
known that the carcinoma exists, and therefore 
it is often mistaken for carcinoma of the ceso- 
phagus. There are, however, several reasons why 
I feel that this is not a carcinoma of the stomach: 
(1) 'The circumscribed lesion. This man was sick 
for five months, and his very demarcated lesion 
was at variance with the picture of a true carci- 
noma. (2) After a five-month period there was 
no blood in the stools. (3) His illness had a 
rapid course. The average course in a patient 
with the diagnosis of carcinoma of the stomach 
is one year. This patient, however, went down- 
hill very rapidly. 

A further possibility is lymphosarcoma. As far 
as age is concerned, this would fit. Lymphosar- 
coma usually arises from a benign tumour of 
the stomach such as a myoma, and can be 
circumscribed, which would seem in accordance 
with this picture. However, the average age at 
onset is 40 years. Also, in the case of sarcoma 
of the stomach there is a great tendency to 
hemorrhage which this patient did not have. 
I do not believe you could explain his general- 
ized symptoms and signs such as oedema of the 
feet or palpable liver as due to secondary metas- 
tases from a lymphosarcoma, as all these symp- 
toms apparently came on early in his disease, 


five months previous to his admission to hospital. 


That leaves us with two types of tumour— 
Hodgkin’s sarcoma and reticulum cell sarcoma. 
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I will discuss these together; one of them I feel 
is probably responsible for this man’s picture. 

I take them together for these reasons: Both 
occur in the older age group, 50-70. Both can 
start primarily in the stomach itself, or in the 
retroperitoneal nodes. Both can spread to the 
liver and can also involve all the retroperitoneal 
nodes. I feel that the cedema of the legs was due 
to involvement of the lymph nodes obstructing 
iliac veins, and that the liver enlargement was 
due to fine metastatic areas in that organ, as the 
liver function tests are of no significance what- 
ever, and no jaundice was evident. 

Of the two I would favour the last-mentioned 
diagnosis, the reticulum cell sarcoma. The rea- 
sons are: (1) It is a commoner disease. (2) The 
retroperitoneal nodes are a very common site 
for its origin. (3) It does not usually, when 
starting in the retroperitoneal nodes, involve 
the mediastinal nodes, whereas in Hodgkin’s 
sarcoma (which is distinct from Hodgkin’s dis- 
ease) these nodes are commonly involved. (4) 
The relative absence of fever would be in favour 
of the reticulum cell sarcoma. Hodgkin’s sar- 
coma is notorious for the amount of fever that 
occurs, and very often this is accompanied by 
chills. 

The final episode of ascites and visible peris- 
talsis might be due to the involvement of the 
peritoneal lymph nodes, and might even be due 
to portal vein thrombosis. 

I did mention one x-ray finding, which I do 
not think is of importance but might possibly 
be—the mottling of the distal two-thirds of the 
stomach. That might be due to multiple poly- 
poid masses in the stomach with carcinomatous 
changes, but I do not believe this was so, be- 
cause of the almost overwhelming onset. The 
patient’s friend said he “looked like death”, and 
this appearance occurred very early in the dis- 
ease; I believe this type of onset is again more 
in favour of a widespread reticulum cell sar- 
coma. 

Was this sarcoma primarily in the stomach 
or invading from the lymph nodes around the 
upper end of the stomach? I would be in favour 
of the latter origin, because of the peculiar 
circumscribed appearance of the tumour and 
again the lack of blood in the stools after five 
months. I think the paracardial lymph nodes 
surrounding the gastric portion of the cesophagus 
were involved and caused his dysphagia and the 
x-ray picture. 
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I therefore think that the diagnosis is one of 
reticulum cell sarcoma, involving the retro- 
peritoneal lymph nodes and with secondary in- 
vasion of the stomach and liver metastases. The 
final episode was precipitated by spread to the 
peritoneal nodes and a probable terminal pneu- 
monia. 

Dr. Todd: Dr. Young, from a gastroscopist’s 
point of view, what is your opinion? 

Dr. Gordon Young:* I think that if this lesion 
could have been visualized and was found to 
be circumscribed, it might have been found to 
be allied to the mucosa or submucosa of the 
stomach. This is about all one could see from 
a gastroscopic examination, except that probably 
the inconclusive findings in the lower part of 
the stomach might have been elucidated, and 
certainly in lymphosarcoma the spread of the 
process is in the ruge and sometimes gives a 
polypoidal effect. But what would have been 
seen depends on getting in. I am in favour of 
an extrinsic, i.e. extragastric, lesion. 

Dr. Todd: Dr. Sieniewicz, from the radiol- 
ogist’s viewpoint do you think this is an intrinsic 
lesion of the stomach? 

Dr. James Sieniewicz:+ From the description, 
the only two intrinsic lesions we can consider 
would be an intramural myoma or an extra- 
mucosal myosarcoma. The former is usually 
found in younger persons, and the latter is 
usually ulcerated and would show clinical mani- 
festations of bleeding. I believe the lesion in 
this case is more likely outside the stomach, 
causing extraneous compression. 

Dr. Todd: This patient was admitted in the 
late part of 1947 to the Medical Ward, but as 
you can gather, he was seen in consultation by 
Surgery. Would any of the surgeons present care 
to comment? 

Dr. Campbell Gardner: I agree with all that 
Dr. Fullerton says, but am surprised that he left 
out of his otherwise admirable list carcinoma of 
the pancreas, with metastases and possible 
pseudocyst formation. The association of carci- 
noma of the pancreas and blocking of the veins 
of the lower extremities is extremely common: I 
agree that this lesion seems rather high for such 
a diagnosis, but a tumour or cyst of the pancreas 
can easily bulge out in this direction. 

Dr. Fullerton: I would like to disagree. If Dr. 
Gardner can substantiate this opinion and give 
me any references, I will be glad to have them. 


*Assistant Physician, Montreal General Hospital. 
+Assistant Radiologist, Montreal General Hospital. 
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CLINICAL DIAGNOSIS 


Carcinoma of the stomach. 
Metastases to the liver—and elsewhere? 


Dr. CHARLES W. FULLERTON’S DIAGNOSIS 


Reticulum cell sarcoma involving the retro- 
peritoneal lymph nodes. 
Secondary invasion of the stomach and liver. 


PATIIOLOGICAL DIAGNOSIS 


Carcinoma of the liver—with metastases. 


PATHOLOGICAL DISCUSSION 


Dr. Mathews: At post mortem there was 
cedema of the lower limbs, the scrotum and the 
sacral region, together with a marked degree of 
ascites, amounting to 3,500 c.c. The liver was en- 
larged and replaced by a multitude of tumou 
nodules, measuring up to 4.0 cm. in size. It was 
not cirrhotic, and the gallbladder, bile duct 
system and pancreas were free of abnormality. 
Likewise the oesophagus and stomach were com- 
pletely free of tumour or other lesions. The only 
explanation of the x-ray finding that I can offer 
is that there were enlarged tumorous lymph 
nodes in the lesser mesentery of the stomach 
and about the coeliac axis, and these conceivably 
produced a deformity of the stomach. Small intra- 
mural metastases were found in the intestine and 
in the urinary bladder, as well as demon- 
strated within the lungs by the microscopic ex- 
amination of these organs. Both adrenal glands 
were extensively replaced by neoplasm, and none 


. of the other viscera contained a primary tumour. 


The microscopic examination shows the neo- 
plasm to be a carcinoma of small cuboidal cells, 
forming minute tubular or ductular structures, 
associated with a marked fibrosing reaction and 
as such not likely to be a primary carcinoma of 
the adrenal glands. On this basis it is considered 
that it is a primary intrahepatic bile duct carci- 
noma in multinodular form and not associated 
with hepatic cirrhosis. 

With the neoplastic disease there was extensive 
bilateral bronchopneumonia—acute and in some 
areas organizing, together with pulmonary 
cedema. There was no significant or appreciable 
cardiovascular disease, other than small areas of 
cystic destruction in the cerebral basal ganglia. 
A splenic infarct was present with no apparent 
source of embolism. There was a_ pelvic 
phlebothrombosis. 
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IMPLICATIONS OF SURFACE 
TEMPERATURES IN THE 
DIAGNOSIS OF BREAST CANCER* 


RAY LAWSON, M.D., Montreal 


ONE OF THE IMPORTANT biological characteristics 
of malignant tumours is the increased rate of 
growth as compared to that of the surrounding 
or host tissue. The malignant propensities are 
directly related to the speed of cell division. This 
in turn is reflected by accelerated local metabol- 
ism which is adequately supported by increased 
blood and lymphatic vascularity. These biologi- 
cal alterations can be readily detected by 
estimating temperature changes in the tumour 
or its immediate environment. Heat energy is 
transferred by the process of convection, conduc- 
tion and radiation. It is possible to record, with 
a fair degree of accuracy, the transfer by the 
latter two methods. 

The recording of heat energy by conduction 
from the skin can be performed by the calcula- 
tion of the electromotive force created at the 
juncture of two dissimilar metals such as 
platinum and rhodium. Such a device is com- 
monly called a thermocouple. This instrument 
appears to be a useful diagnostic tool where 
breast cancer is suspected, as the technique can 
easily be applied to the skin over the tumour, 
or in the case of a deep-seated neoplasm, the 
ipsilateral areola. 


Heretofore considerable investigative work 
has been done in determining the possibilities of 
infra-red phlebograms. Massopust' and_ co- 
workers have published a series of such observa- 
tions. The technical limitations of this approach 
are apparent when one realizes that the most 
sensitive infra-red photographic emulsions extend 
to only 11,000 Angstrom units, and in this part 
of the spectrum the intensity of radiant energy 
is extremely small. 


Another method which holds some promise is 
the use of the Baird Evaporograph, an instrument 
designed to give a direct thermal picture on a 
very thin oil film. The main principle employed 
in this apparatus is the differential evaporation 
of an oil film on a transparent membrane which 
can be observed or photographed in black and 
white or colour. In its present state of develop- 
ment, the Evaporograph has a high resolution 
for objects having sudden or abrupt temperature 
changes, however slight (such as blacked-out 


a the Department of Surgery, Royal Victoria Hos- 
pita 
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Fig. 1.—Evaporograph image of patient with carcinoma 
of right breast. 


cities at night), but where the temperature shows 
a smooth fall-off, the oil image lacks sensitivity. 
This remarkable device is quite capable of much 
future development (Fig. 1). 

It is fascinating to speculate on the diagnostic 
possibilities of a heat-sensitive imaging device 
capable cf surveying breasts in much the same 
manner as mass screening by chest radiography 
is carried out for the early detection of tubercu- 
losis. It is a problem of investigating sensitive 
conductive surfaces that extend well into the 
infra-red spectrum. For instance, lead iodide is 
found to be sensitive up to_12- microns (12,000 A). 
However, the body temperature spectrum ex- 
tends from 40 to-160 microns. 4 

The Morgan? principle of intendification’ of 
minimal contrast x-ray images is one of the most 
remarkable advances in radiology in the past 
decade, and it is quite possible that the principles 
involved therein could be applied to thermal 
surfaces. 

In addition to the early diagnosis of breast 
cancer, the effects of chemical agents toxic to 
tumours might be observed by heat imaging. 
Indeed we have already found that the effects 
of radiation, and some drugs, are manifested in 
decreased tumour temperatures. 

In a series of 26 patients, subsequently proven 
to have breast cancer, the average detectable 
temperature rise in either the area of the tumour 
or the ipsilateral areola was 2.27° F. The maxi- 
mum was 3.5° and the minimum 1.3°. In an 
additional two cases showing a rise of between 
1.5 and 2° F., the pathological diagnosis was of 
doubtful malignancy. 

Temperature determinations have been useful 
in the preoperative diagnosis of benign breast 
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Fig. 2 
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Fig. 3 


Fig. 2.—Carcinoma, left breast. Fig. 3.—Right breast negative in same patient, showing 


temperature differential. 


lesions. No temperature rises have been asso- 
ciated with cysts or fibroadenomata. 


CasE REPORT 


Mrs. Y.C., aged 63, was admitted to the Royal Victoria 
Hospital, April 30, 1956, with a diagnosis of chronic 
calculus cholecystitis. The patient was in no distress. 
She had been on a reducing diet for several months, 
and at the time of admission weighed 263 Ib. There was 
no previous significant breast history, but the intern 
noticed a small area of thickening in the upper outer 
quadrant of the left breast. She was not aware of any 
breast abnormality heretofore and several days earlier 
had been subject to a routine physical examination by 
her family doctor who found her resent free from gross 
clinical disease. Examination with the thermocouple dis- 
closed a significant elevation in temperature over the 
area of thickening, and also over the left areola (Figs. 
2 and 3). Examination of the right breast showed no 
structural changes or elevation in surface temperature. 
After negative skeletal and pulmonary survey, radical 
mastectomy was carried out on May 4, without pre- 
liminary biopsy. No gross involvement of the axillary 
lymph nodes was noticed at the time of operation. 


Pathological report (summary): The tumour is an 
intraductal carcinoma exhibiting stromal invasion. There 
is no evidence of lymphatic or blood vessel channel in- 
vasion. 





Fig. 4.—Breast depicted in Fig. 2. Tacks show relation 
of nipple to tumour. 





SUMMARY 
A useful diagnostic tool applicable to early 


- breast cancer is described. 
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MECHANICAL DRAINAGE OF 
CGEDEMA IN CONGESTIVE 
CARDIAC FAILURE* 


SAMUEL EIDLOW, M.D., and 
HAROLD Z. POMERANTZ, M.D., Montreal 


IN THE TREATMENT of chronic cardiac failure one 
encounters cases with normal serum levels of 
electrolytes, in which diuresis produced by low 
sodium diet, digitalis, mercurial diuretics, am- 
monium chloride, Diamox, Mictine and various 
combinations of these drugs does not keep pace 
with the accumulation of fluid. The cedema then 
becomes intractable and other means must be 
employed for removal of the excess fluid. Re- 
cently Wild! described an ingenious method for 
mechanical drainage of massive cedema. We 
employed this method in the case here reported, 
with spectacular results. 


METHOD AND MATERIAL 


A block of cork (12.5 x 6.2 x 1.8 cm.) is used, 
and 4 rows of three (20 gauge) needles are 


*From the departments of Cardiology and Medicine of the 
Jewish General Hospital, Montreal, Quebec, 
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TABLE I. 
ELECTROLYTES IN (EDEMA FLUID 
(Edema fluid Na (Edema fluid K (Edema fluid chlorides Protein 

Oct.5 Feet up 164.16 mEq,./l. 5.2 mEq./L. 116.3 mEgq,./l. 0.16 g. % 

Feet down 176.13 a 6.8 ” 127.5 ™ a" 
Oct. 6 176.65 7 8.0 " 137.7 * O28." 
Oct. 8 191.52 = 9.0 ° 143.8 
Oct. 9 164.16 ” 7.8 ” 122.4 m 





thrust through, so that the points project 14 inch 
(1.25 cm.). The apparatus is then autoclaved. 
The skin is cleansed with iodine and alcohol, 
and puncture sites are selected along the dorsum 
of the foot and the medial and lateral aspects 
of the legs. Each of these sites is adequately 
sprayed with ethyl chloride and the battery of 
needles is quickly thrust in and out at oni of 
the aforementioned sites. In this way 36 holes 
are quickly made in each leg, and the cedema 
fluid drains out directly through the skin. 


CasE REPORT 


A female patient, 61 years of age, came under ob- 
servation during her second pregnancy in 1924. Her first 
labour had been normal in 1921. Routine examination in 
1924 revealed rheumatic heart disease, mitral stenosis and 
insufficiency, and aortic insufficiency, but there was no 
cardiac functional disturbance. The heart was not en- 
larged and there was no arrhythmia. She was permitted 
to go to\term and had a normal delivery. Five years 
later she became pregnant again, but now complained 
of shortness of breath and easy fatigability to the extent 
that she was unable to attend to her household duties. 
Marked dyspnoea and considerable cardiac enlargement 
were i at this time. A therapeutic abortion was 
carried out. 


Since 1929 the patient has suffered from varying de- 
grees of cardiac failure and frequent attacks of nocturnal 
pulmonary cedema. Auricular fibrillation developed and 
oa was required to slow the ventricular rate. Right- 
sided failure began five years ago with an enlarged 
liver, ascites and marked cedema of the lower extrem- 
ities. Low sodium diet, mercurial diuretics, Diamox and 
ammonium chloride gave good results until three 
months ago, at which time (although there was still 
some diuretic effect from this therapeutic regimen) the 
diuresis failed to keep pace with the rate of accumula- 
tion of excess fluid and the patient became waterlogged. 
We therefore decided to resort to mechanical drainage 
of the cedema fluid by the method described by Wild. 

The procedure was uneventfully carried out on 
October 3, 1955. The patient’s initial weight was 142 
Ib. Daily injections of penicillin and streptomycin were 
given for several days to prevent infection. Drainage of 
fluid through the skin continued from October 3 to 
October 8, a period of five days. The weight, taken daily, 
was as follows: Oct. 4, 123 lb.; Oct. 5, 119 Ib.; Oct. 6, 
115 Ib.; Oct. 7, 111 Ib.; Oct. 8, 110 lb. This represented 
a loss of 19 lb. in 24 hours and a total loss of 32 lb. 
in five days. Once drainage stopped, fluid began to re- 
accumulate slowly and by October 11 the patient 
weighed 116 Ib. and by October 14, 121 lb. At this 
point 2 c.c. of mercuhydrin was given and an excellent 
diuresis occurred, resulting in a 6 lb. weight loss. It 
took another week to reaccumulate this 6 Ib. and 





another mercurial injection was given. It should be 
page out that throughout this period a great change 

ad occurred in the patient. Her morale improved 
greatly with the feeling that something positive could 
still be done. There was a great improvement in her 
appetite and sense of well-being as well as relief from 
the feeling of “pressure over my liver.” Some weakness 
was present but not nearly to the degree that followed 
the usual mercurial injection. The electrolyte contents 
of the cedema fluid are given in Table I. 


SUMMARY AND CONCLUSIONS 


A case of intractable oedema of cardiac origin 
is presented in which mechanical drainage of 
cedema fluid was used with dramatic results. 
The procedure is simple and appears harmless, 
provided infection is controlled. It was followed 
by a great improvement in the patient's morale, 
appetite and sense of well-being. 

Once drainage stopped, fluid began to re- 
accumulate to a certain degree, but an enhanced 
response to mercurial diuretics after the drain- 
age gives hope of possible maintenance of the 
patient’s equilibrium by means of periodic in- 
jections of diuretics. If necessary, drainage may 
be repeated in the future. The increased con- 
centration of electrolytes in the cedema fluid 
was a surprising finding, and we present it with- 
out attempting to explain it at the present time. 
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ADDENDUM 


Reaccumulation of fluid forced us to repeat 
the procedure on five further occasions at ap- 
proximately monthly intervals. Following each 
drainage, the patient lost from 20 to 30 lb. of 
oedema fluid and was able to enjoy several weeks 
of relative comfort. Inasmuch as all other means 
of diuresis were grossly inadequate, we feel that 
mechanical drainage was a life-saving procedure 
in this case. Finally, six months after the initial 
procedure, she developed emboli in the right leg, 
mesentery and left cerebral hemisphere and 
expired. 
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CHILD OF THE DeviL: ENFANT pu Bon DiEU 


Over the centuries, the mentally subnormal 
have been variously appraised by their fellows 
as children of God, or of the Devil; tolerated but 
neglected, or openly persecuted. In an age which 
prides itself on its social welfare, it is natural 
that the gentle mongolian and the idiot child 
should now be receiving official attention. Im- 
patient, we rush in to “solve the problem’, often 
unsure what the problem may be. Dr. Malcolm 
Farrell’ in a characteristically sensible article in 
the A.M.A. Journal of Diseases of Children draws 
attention to some of the sloppy and dangerous 
assumptions, which are already receiving, more 
or less, public and professional acceptance. 

One of the main difficulties springs from cer- 
tain misunderstandings fostered by some peedi- 
atricians, obstetricians and general practitioners, 
who, generalizing from limited experience, urge 
immediate removal of the subnormal child from 
its mother; some even going so far as to tell the 
mother that the child has been born dead, when 
this is not so. Dr. Farrell underlines views put 
forward in this journal? a year ago. There is no 
simple way of solving complex human problems, 
and the good old fashioned lie, however time- 
saving and therefore attractive it may seem to 
the hurried doctor, is the greatest trap of all. 

The truth is surprisingly obvious. Mothers are 
usually attached to their children, mongoloid or 
idiot though they may be. After all, child and 
mother have lived in association for many 
months, and this closest of partnerships cannot 
be dissolved in a few brief days, without harm 
to both. It must be lived and worked through. 
This natural love is valuable and beneficial to 
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both mother and child. For the mother, it means 
that when the child, grown older and requiring 
special schooling, leaves home, she will be able 
to accept this with far less guilt and self- 
reproach, than if she had been forced by bad 
advice to dump the baby in the first few weeks 
of its life. Even those ancients who disposed of 
unwanted children by exposure seem to have 
been far from happy about it, if the C&dipus 
story and romances such as Daphnis and Chloe 
are any measure of their feelings. We do not 
approve of abandonment of children because 
they are either physically or mentally feeble, and 
when we introduce it surreptitiously we do so 
at our peril. 

Farrell emphasizes that since we know that 
deprivation of a mothers care appears to 
damage physically, intellectually and _ socially 
children not otherwise handicapped, it is not to 
be wondered at that in the mentally retarded, 
these disadvantages are much enhanced. So that, 
in the name of kindness, those with only one 
small talent are being deprived of what little 
they have. The history of medicine is cluttered 
with mistaken notions which have been ruth- 
lessly enforced to the patient’s grave detriment. 
Prolonged postoperative rest is one of these 
deadly pieces of mumbo-jumbo. The over-hasty 
and ill-considered removal from their mothers of 
the mentally retarded and mongolian at a very 
early age is another. 

What then does Dr. Farrell advise? As a mem- 
ber of the WHO Expert Committee on the 
Mentally Subnormal Child, he feels that the 
recommendations of this committee provide use- 
ful guidance. They can be summarized as fol- 
lows: 

1. Frank and open discussion with the parents, 
which will allow them to ventilate their grief, 
annoyance, disappointment and mutual self- 
reproaches, followed by clear and accurate 
advice. This process of discussion and help 
should be continued at intervals over months 
and years, rather than days and weeks. 

2. Before placing a child in an institution, its 
condition, the mental health of the family, noting 
particularly the competence of the mother and 
the possible effects of keeping a subnormal child 
in their midst, combined with the home condi- 
tions and financial circumstances must be care- 
fully considered. This must be done by those 
who are competent to make judgments of this 
sort. 
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3. Unless serious problems are likely to arise, 
home care is generally recommended. Realistic 
parents, with the help of a child health service, 
can, and do care successfully for severely handi- 
capped children. 

4, All subnormal children do not need to be 
institutionalized. Indeed, it would be a social 
disaster if they did. Too early institutionaliza- 
tion may increase the parents’ stress while harm- 
ing the child. There is no substitute in develop- 
ment for the essential emotional interplay be- 
tween a child and its parents. This is as neces- 
sary to the subnormal child as to any other. No 
one would suggest that because a child is frail 
and weakly, it should be deprived of food. On 
the contrary, a special diet would be given. So 
with the subnormal child, more, and not less 
love and warmth is required to help it to grow 
as much as possible intellectually and emo- 
tionally. 

Dr. Farrell’s paper and the one previously 
published in this journal should be carefully con- 
sulted by family doctors, pzdiatricians, obstet- 
ricians and psychiatrists. The information con- 
tained in them should be widely spread by 
provincial health departments and by voluntary 
agencies. For it seems clear that, while help of 
a more active sort may also be required, at this 
moment correct information alone could save 
much unnecessary suffering to the parents of 
subnormal children, and in particular, to the 
helpless children themselves. H.O. 
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Editorial Comments 


VIRUSES IN SEARCH OF DISEASE 


In recent years an increasing number of new 
viruses have been discovered. This has caused 
some difficulty in determining the role of the new 
agents in disease. A conference organized by the 
New York Academy of Sciences has discussed 
the problems of associating prevalent viruses 
with prevalent diseases under the arresting title 
of “Viruses in Search of Disease”.1 Three new 
groups of agents were discussed, the Coxsackie, 
APC (adenoido pharyngeal conjunctival agents) 
and Echo (enteric human _ cytopathogenic 
orphan) viruses. The general problem of adapt- 
ing the postulates enunciated by Koch, at the end 
of the nineteenth century, to present conditions 
was also considered. 
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The Coxsackie viruses are distinguished from 
other viruses by their pathogenicity for suckling 
mice but not for normal adult mice. They are 
divisible on the basis of suckling mouse path- 
ology into two groups, A and B. Each group has 
been subdivided on the basis of serological 
differences into many types. At present 19 A 
types and 5 B types are recognized. Large scale 
surveys have established that Group A Cox- 
sackie viruses (particularly Types 2, 4, 5, 6, 8, 10) 
are associated with a distinctive clinical entity, 
herpangina. There is suggestive evidence that 
they may also cause some cases of febrile 
pharyngitis during the summer months. 

The B group has been clearly implicated as the 
cause of Bornholm disease, of some cases of 
aseptic meningitis and, more recently, of fatal 
myocarditis? in newborn infants. 


It has taken several years to establish these 
etiological relationships, since the Coxsackie 
group was first isolated from cases of polio- 
myelitis by Dalldorf and Sickles* in 1948. The 
steps have been: the consistent isolation of the 
virus from patients together with the demonstra- 
tion of the development of antibodies during 
convalescence; the rarity of virus isolations from 
other people in the same environment; the isola- 
tion of the Group B viruses from crucial sites, 
for example the cerebrospinal fluid, in cases of 
aseptic meningitis or the myocardium in fatal 
cases of neonatal myocarditis. 


Many of these agents will grow in tissue 
culture, which is the preferred method of study, 
particularly for the B group. The multiplicity of 
serological types has, however, hampered diag- 
nosis. Hummeler described briefly to the con- 
ference a new antigen derived from suckling 
mouse brain that reacts specifically in comple- 
ment fixation tests with the whole B group of 
viruses; this promises to be of great value in 
future serological diagnostic work. 

The APC group of viruses which all share a 
common antigen of small particle size are now 
divided into 17 serological types by neutraliza- 
tion tests. The first members were isolated in 
1953*> and as yet their role in disease is less 
clearly defined. It seems that types 4 and 7 cause 
acute respiratory disease (A.R.D.) of military re- 
cruits. Types 3 and 4 have been associated with 
a newly described disease entity, pharyngo- 
conjunctival fever. Other types have been iso- 
lated from cases of conjunctivitis, particularly 1, 
2, 3, 4, 5, 6, 7, 8 and 10. It is probable that type 8 
is a cause of epidemic keratoconjunctivitis. Some 
of these agents may cause respiratory disease in 
very young children, at the time of primary in- 
fection, but conclusive evidence on this point is 
lacking so far. In two extensive surveys, one 
amongst R.A.F. personnel in England*® and the 
other with Cleveland families,’ these agents seem 
to be a definite though infrequent cause of 
prevalent respiratory diseases. 
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The discovery of the Echo viruses is mainly 
an offshoot of the widespread application of 
tissue culture methods in the study of polio- 
myelitis. These agents have been divided thus 
far into 13 serological types, but it is by no means 
certain that they represent a homogenous bio- 
logical group. One serological type—number six— 
has been clearly demonstrated as a cause of 
aseptic meningitis, in some cases associated with 
mild and transient muscle weakness. Other mem- 
bers of this group may also cause this syndrome 
but this has yet to be firmly established, since 
few studies have been made of the incidence of 
these viruses in the general population. Such 
studies as have been made indicate that some 
members of the group are quite commonly 
present in normal feces, but Sabin® believes they 
do not represent the normal virus flora of the 
alimentary canal, since they are more common 
in children than in adults. 

At the meeting, there was a healthy caution 
in implicating recently isolated viruses as the 
cause of the condition suffered by the patient 
from whom they were first isolated. There was 
also general agreement on the methods required 
to establish an etiological association, following 
the pattern of work on the Coxsackie viruses. 

Two additional methods may also be possible: 
to transmit the disease to human volunteers with 
laboratory propagated virus, as has been done, 
for example, with pharyngoconjunctival fever, 
using APC 3 and 4°: or to eliminate or reduce 
the incidence of the disease by vaccination, as 
has been achieved for ARD in military recruits 
with a type 4 APC vaccine by Hilleman. 

Some of the technical pitfalls in isolating 
viruses were discussed. A virus appearing in 
tissue culture may not have originated from the 
patient. Accidental contamination in the labora- 
tory with stock strains has been recorded.’® Also 
the media for tissue cultures may contain viruses. 
Chanock," for example, isolated Newcastle dis- 
ease virus from a lot of chick embryo extract 
used to culture cells. The main hazard, however, 
is viruses present in the cells. Over 19 distinct 
types of virus have been isolated from un- 
inoculated monkey kidney tissue, for example.’ 
Viruses, particularly the APC group, have been 
isolated in the same way from human tissues. 
These viruses present in the host tissue are a 
serious menace in virus isolation work and under- 
line the critical care required in this type of in- 
vestigation. These difficulties can to some extent 
be overcome by the use of laboratory propagated 
cell lines. Several of these are now available but 
the most widely used are HeLa cells, derived 
from a carcinoma of the cervix uteri. More 
recently human amnion cells which appear free 
from viruses and very sensitive to a wide variety 
of viruses appear to have many advantages. 
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NEw TRENDS IN MEDICAL EDUCATION IN THE 
UnITED STATES: A CHALLENGE TO CANADA 


A number of interesting papers on medical 
education, read at the Annual Congress on Medi- 
cal Education and Licensure held during Febru- 
ary 1956, in Chicago, have appeared in the 
Journal of the American Medical Association 
(June 23, 1956). 

The new program at the University of Florida® 
stresses the training of the physician as a citizen, 
as a man of learning. He deals not with a disease, 
but with a patient, who is part of a family. This 
is a simple and basic concept which has been 
completely forgotten in the day-to-day teaching 
of far too many, if not most, medical schools. 
One of many interesting features is the “am- 
bulant” wing of this teaching hospital. Here 
members of the family may stay with the patient 
as they would at home. Patients with certain 
diseases, such as the diabetic patient undergoing 
regulation, are best cared for when dressed and 
taking part in approximately normal daily 
activities. 


Western Reserve University School of Medi- 
cine has done a most courageous and worth- 
while thing in teaching medicine as we feel sure 
Hippocrates taught it, in terms of subject areas, 
rather than as fragmented departmental courses. 
The faculty has emphasized free time, supervised 
research projects, prolonged personal contacts 
between students and individual patients, and an 
intramural system of clinical preceptorship which 
puts small groups of students in close contact 
with clinical instructors and patients in all four 
years of medical school, The student is evaluated 
in terms of his over-all response to educational 
opportunity rather than on grades in written 
examinations. These are a test of literary ability 
which a physician should certainly possess. But 
how can written tests possibly assess practical 
technical competence? 

At New York Medical College,’ the case 
method of teaching is used almost exclusively. 
There are many conferences and seminars, and 
students themselves present cases. They learn to 
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be adult independent thinkers. They learn to 
take responsibility. They are not kept in an 
artificial state of infantile dependence as is the 
case in far too many medical schools today. 

At this college, a new plan (or is it a very old 
plan? ), the resident clinical clerkship or student 
internship, has been established for the fourth- 
year medical student. One period is devoted to 
medicine and medical specialties, one to surgery 
and surgical specialties and one to obstetrics, 
gynecology and peediatrics. 

In the Beth Israel Hospital in New York,* the 
preceptor method for interns in a general hos- 
pital has been received with enthusiasm. The 
senior physicians act as the advisors and teachers 
of their junior colleagues in an active and human 
way. 

At the University of Mississippi School of 
Medicine,t and in the University of North 
Carolina School,’ the general practice sections 
are part of the department of preventive medi- 
cine. Students see patients in their homes and in 
hospitals. The teaching staff members are general 
practitioners from nearby towns, in association 
with specialists working in the same department. 
Students follow the same patient through all 
stages of disease, through the hospital, and back 
to the patient’s home. The student feels that he 
is a physician, from an early stage in his career. 
He is helping people and he is learning to know 
them in many different situations. His ingenuity 
and interest are at a high pitch all the time. He 
is learning by doing things. He is alive. 

At present, the College of General Practice of 
Canada is conducting a study of general practice. 
This Jarge project will take a few years to com- 
plete, but no doubt from this study will arise 
the need for a change in medical education in 
this country. More medical schools might them- 
selves make a greater effort at self-examination. 
Some are already engaged in this process. Do 
the deans of medical faculties know exactly 
what their students are learning? Are they learn- 
ing by doing or are they learning by sleeping 
during lectures? Do they see the early signs of 
diseases? Do they know patients in their homes? 
Can they carry out simple procedures? Do senior 
staff men teach students in outpatient depart- 
ments ,where there is the greatest need for diag- 
nostic acumen? Are students taught to think, to 
ask questions, to find out things for themselves, 
or are they required merely to regurgitate what 
they have been told? 

Medical schools cannot afford to rest upon 
their laurels. They should remember that laurels, 
when sat upon too long, cause pressure necrosis, 
which may result in intellectual death. H. leR. 
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CONVENTION EXPENSES DEDUCTIBLE 


Through the columns of the Journal the pro- 
fession has been kept informed of the efforts 
of the Income Tax Committee to retrieve the 
situation presented by the adverse rulings of the 
Income Tax Appeal Board and the Exchequer 
Court of Canada, in the matter of deductibility 
of the expenses of attending medical meetings. 

On February 1, we published the submission 
of the Income Tax Committee to the Honourable 
Minister of Finance on this and other matters, 
and indicated that copies of this brief had been 
sent to all members of Parliament. By March 1 
the uncertainties of the situation dictated the 
very cautious statement published under the 
heading, “Convention Expenses”. 


In the issue of April 1, reference was made to 
the Budget Speech of a few days previously in 
which the Minister of Finance had announced 
his intention to amend the Income Tax Act to 
provide for the deductibility of the expenses of 
two conventions annually in Canada. While de- 
riving considerable satistaction at the admission 
of the principle, it was the view of your Com- 
mittee that the geographic limitation was un- 
fortunate. Representations were promptly and 
energetically made at this time and when the 
amending act was debated on first reading in 
Parliament. We urged that additional or alter- 
native meetings in the United States or further 
afield should be recognized, in view of the inter- 
national characteristics of medicine and the 
commitments of many Canadian doctors as mem- 
bers of international societies. Little encourage- 
ment was given to your negotiators that any 
geographic relaxation would be granted and the 
Committee was obliged to conclude that the 
extension to cover meetings outside of Canada 
remained to be fought for another day. 


The last act of the drama was played on 
July 31 in the House of Commons when the 
Minister of National Revenue proposed, and the 
Minister of Finance accepted, a modification of 
the amendment to the Income Tax Act, deleting 
the words “in Canada”. A spokesman for the 
opposition expressed hearty approval of this 
change and indicated that a similar amendment 
had been ready for presentation. The removal 
of the geographic limitation has the effect of 
providing in the Income Tax Act itself authority 
for self-employed taxpayers to claim as expenses 
of their business or profession the cost of two 
conventions annually wherever they may be held. 


Members of the medical profession and their 
patients are the chief beneficiaries of this en- 
lightened piece of legislation because doctors 
attend meetings to teach and to learn. Members 
of the Association will be grateful to their In- 
come Tax Committee for having waged so 
successful a campaign and to the members of 
Parliament of all parties for their acceptance of 
a fair and reasonable recommendation. A.D.K. 
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RADIOYTTRIUM FOR TREATMENT OF 
MALIGNANT EFFUSIONS 


The latest recruit to the ranks of radioactive isotopes 
for the palliative treatment of effusions due to malig- 
nancy is radioyttrium (Y°°). It was tested in 16 
patients by injection into the affected cavity and found 
to give complete arrest of effusion in a few cases and 
favourable results in eight. This isotope, with a half- 
life of only 61 hours, was well confined to the serous 
cavity (pleura or peritoneum) and well distributed 
within it. The procedure was well tolerated and no 
side-reactions were observed.—Siegel et al., J.A.M.A., 
161: 499, 1956. 


BIOPSY FOR DIAGNOSIS OF BONE AND 
JOINT TUBERCULOSIS 


The incidence of bone and joint tuberculosis in the 
British Isles, as on this continent, has steadily dimin- 
ished. Bone and joint conditions in children which 
might or might not be tuberculous are nevertheless 
encountered sufficiently often to make differential diag- 
nosis important. Mills and his colleagues (Lancet, 2: 
57, 1956) make a plea for extended use of biopsy in 
differential diagnosis of such cases. They investigated 
60 consecutive cases in children, in which the diagnosis 
of tuberculosis was doubtful, by either aspiration 
biopsy, regional lymph node biopsy, joint biopsy or 
bone biopsy. In 35 cases the diagnosis of tuberculosis 
was established by biopsy beyond a doubt. In 20 the 
diagnosis of tuberculosis was ruled out and in only 
three was there still doubt about the nature of the 
condition. It is ‘stressed that the material must be ade- 
quately examined by histological examination, culture 
and guinea pig inoculation. 





PAGET’S DISEASE OF BONE 


Paget’s disease of bone was formerly considered a 
rare condition, but recent studies have suggested that 
it exists in undetected forms in a fairly large proportion 
of elderly persons. Collins of Sheffield has recently 
conducted a- survey of its incidence in 650 autopsies 
in persons over the age of 40. He discovered patholo- 
gical lesions of Paget’s disease in 24 cases, an over-all 
incidence of 3.7%, which compares closely with the 
findings in a previous German series. It would seem 
that about one in every 30 persons over the age of 40 
has Paget’s disease affecting some part of the skeleton. 
In very old persons the incidence may be as high as 
10%. In Collins’s series there were more women than 
men, but he attributes this to the smallness of his 
sample. Out of the 24 patients with Paget’s disease, 
only seven had been diagnosed before death, and only 
one was admitted to hospital because of his bone dis- 
order. The commonest anatomical sites of Paget’s 
disease are the lumbar vertebrae and the sacrum, which 
seem to be affected in at least three out of every four 
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cases; after this come the skull and the other pelvic 
bones. In 10% of cases there is a solitary focus of 
Paget’s disease. It seems therefore that two out of 
every three cases of Paget’s disease remain throughout 
life in a subclinical and undiagnosed form.—-Collins, 
D.H., Lancet, 2: 51, 1956. 


NEW STEROIDS IN SYSTEMIC 
LUPUS ERYTHEMATOSUS 


Dubois of Los Angeles (J.A.M.A., 161: 427, 1956) 
reports excellent results in the treatment of 31 patients 
with active systemic lupus erythematosus by use of an 
initial dose of 10-120 mg. prednisone or 15-160 
prednisolone daily, with later reduction of the dose to 
5-80 mg. in each case. As with ACTH or cortisone, 
fever abated in 24-48 hours, joint pains disappeared in 
a few days and pleural effusions and skin lesions sub- 
sided in one to two-weeks. The dosage was considerably 
smaller than that for ACTH or cortisone; side-effects 
were less rapid in appearance, and sodium retention was 
less. Two dangers of the treatment were appearance of 
peptic ulcer or glycosuria. 





POST-MENOPAUSAL 
OESTROGEN PRODUCTION 


It has generally been assumed that very little cestro- 
gen is produced by women after the menopause. Struth- 
ers (Brit. M. J., 1: 1331, 1956) has recently studied 
the production of oestrogen in a series of 353 women 
after the menopause. It was found to be high; 53% 
of women showed evidence of considerable cestrogenic 
activity and only 20% showed none. Oestrogen pro- 
duction was independent of the manner in which the 
menopause had been achieved, and neither the ovary 
nor the adrenal was found to be a significant source 
of oestrogen after the menopause; hence further inves- 
tigation of the pituitary as a source of oestrogen pro- 
duction in these cases is indicated. 

It was also found that women with carcinoma of 
the breast or genitals did not produce on the whole 
more oestrogen than patients not affected by carcinoma. 


PALATINE PETECHI IN 
INFECTIOUS MONONUCLEOSIS 


Physicians from the U.S. Air Force (J.A.M.A., 161: 
592, 1956) draw attention to the occurrence of a 
petechial eruption consisting of multiple pin-point 
lesions on the soft palate, usually near the junction 
with the hard palate, in early stages of infectious 
mononucleosis. They observed this phenomenon in 
approximately 50% of cases. It appeared from three 
days to 21 days after the onset of symptoms and lasted 
from three to 11 days. In two cases the finding of 
this eruption was primarily responsible for an early 
correct diagnosis of infectious mononucleosis. 


(Continued on advertising page 39) 
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S9th Annual Meeting — Armed Forces Medical Section 


Four papers were read to the Armed Forces 
Medical Section of the Canadian Medical Asso- 
ciation on. June 14, with Dr. J. L. Larochelle of 
Quebec in the chair. 


The first paper was by Surgeon-Lieutenant D. 
J. Kidd, R.C.N., Halifax, who described medical 
aspects of maritime arctic operations, basing his 
paper on personal experience with H.M.C:S. 
Labrador in 1954 and 1955. This ship, a 6,400- 
ton icebreaker and patrol vessel, was the first 
naval vessel to make the historic North West 
Passage in 1954. Dr. Kidd described the strain 
on personnel engaged on the summer cruises of 
H.M.C.S. Labrador in the Arctic Circle, where 
there are no ports, and anchorages are menaced 
by ice, so that 24-hour watchkeeping is constantly 
necessary. Moreover, the ship is sailing in poorly 
charted waters with capricious weather condi- 
tions and is required to act as a base for shore 
parties which may be away, unsupported, for 
periods up to ten weeks. Dr. Kidd discussed the 
question of protective clothing, which had to be 
designed principally for wet and cold conditions 
at sea, and yet had to be suitable with the in- 
sertion of linings for dry and cold conditions 
ashore. It was evident that the trial clothing used 
suffered too much from compromises inherent in 
the attempt to make one garment suitable for 
widely varying work conditions, and that further 
study of the situation would be needed. 


Snow blindness posed a problem, because the 
conventional sunglasses cut down vision for 
instruments too grossly. Sunglasses were de- 
veloped incorporating the principle of graduated 
filtration, i.e. progressively darkening filtration 
from a minimum 5° above the horizontal to a 
maximum at the extreme sides and lower part of 
the visual field. 


The ordinary naval diet which provides 4,000 
calories was found quite adequate. Shore parties 
carried combat ration packs and usually had one 
member who had been trained to live off the 
land if necessary. 


The comfort zone for Canadian seamen under 
summer arctic conditions was appreciably lower 
than had hitherto been considered suitable. In 
living quarters, optimum conditions were found 
to be 65-67° F., 45-55% relative humidity and a 
rate of airflow of 22-25 cu.ft. per minute per man. 
A considerable amount of diving was done in 
water at a temperature of 28-38° F. and it was 
found that a man could operate for up to one 
hour at a time in such waters; the most suitable 
free swimming suit was the Pirelli dress. Com- 
pressed air was used almost exclusively, to avoid 
oxygen toxicity. Health and morale of the ship's 
crew were good, the commonest cause of mor- 
bidity being trauma. Dr. Kidd stressed the need 
for highly trained medical assistants on such a 


cruise, so that, in addition to coping with normal 
medical work, they might help in the investiga- 
tion of various medical problems for which the 
ship carried special apparatus. 


Major J. E. Gilbert, R.C.A.M.C., Ottawa, dis- 
cussed medical services in cold weather warfare. 
He pointed out that in the Arctic a soldier has 
two foes—the enemy and the hostile cold environ- 
ment. Even a well-trained soldier will experience 
fear in the unfamiliar, lonely and cold wastes of 
the North, and must be shown that he can fight 
and survive in this kind of forbidding country. 
Some five years ago the Mobile Strike Force was 
formed to study problems of airborne operations 
against an enemy up in the North. A special 
medical airborne unit was designed to give active 
support to operations of this kind, and was 
charged with providing life-saving care in the 
assault area and with evacuation of casualties. 
In discussing equipment, Major Gilbert stressed 
the need to have medical installations dropped 
during the first assault wave. A basic require- 
ment was the regimental air aid post, the first 
location where the casualty can be exposed for 
complete medical examination and treatment. All 
necessary equipment for the RAP can be packed 
into two 200-lb.-capacity toboggans. At the rear 
a treatment centre which may also be air- 
dropped has been developed; this contains 
facilities for resuscitation, life-saving surgerv and 
“holding” during periods of adverse flying 
weather. Transport of the patient to the treat- 
ment centre has so far involved the use of porters 
and casualty toboggans. Development of a prime 
mover to replace porters is in hand, and will 
represent a big step forward. 


In the care of casualties, protection from the 
cold is as urgent and as vital as first-aid to the 
wound. The biggest problem is that of the pa- 
tient who is unable to help himself. Acute hypo- 
thermia, advanced general freezing and finally 
death from ventricular fibrillation will follow 
quickly if prompt and efficient aid is not given. 
Evacuation from the treatment centre is by air; 
for this fixed-wing aircraft or helicopters will be 
used. 


Major Gilbert discussed some of the problems 
which await solution, such as selection of troops 
for service in the Arctic, and selection of those 
who can rapidly adjust themselves to arctic con- 
ditions. Their adaptation to heavy load bearing 
and the prevention of a stage of adrenal exhaus- 
tion are necessary studies. It is as yet not known 
whether troops can function well on concentrated 
dehydrated food during the short time they are 
in the combat zone. 


Squadron-Leader L. A. Wright, R.C.A.F., 
Ottawa, discussed the medical aspects of military 
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operations by the R.C.A.F. in cold climates. 
After outlining the geographical considerations 
involved, he mentioned that medical installations 
in northern military bases varied in size from a 
fully equipped brick hospital to a first-aid post. 
The ideal objective of the medical services in 
northern bases was to have flexibility of both 
staff and accommodation so that the unforeseen 
might be quickly handled. He discussed co- 
operation between the air force and the army in 
winter operations, mentioning the usefulness of 
the de Havilland Otter as a small aircraft valu- 
able in casualty clearance. He outlined the 
organization for medical air evacuation, 
elaborating the role of the flight nurse in this. 


The value of parachute rescue training for 
medical personnel in the R.C.A.F., begun in 1949, 
was stressed. To date a total of five medical 
officers, seven nursing sisters and 44 medical 
assistants have been so trained. The medical 
equipment they carry weighs 103 lb. and can 
meet the probable requirements of an accident 
involving six men. These kits are held at each 
of the rescue and co-ordination centres across 
Canada. Dr. Wright described the survival train- 
ing program of the R.C.A.F. which provided 
an important psychological boost to aircrew by 
offsetting their mental stress that would other- 
wise arise when they were forced down in un- 
known country. Survival kits were designed to 
last a man for at least ten days. The survival 
ration issued to the R.C.A.F. weighed about two 
pounds and contained 2,512 calories; the crew 
were instructed to consume the ration over a 
period of five days, taking no food, however, on 
the first day. The ration was designed on nutri- 
tional principles for facilitating physiological 
utilization of stored body fat and conservation of 
body fluid. In February 1955 survival tests had 
been conducted with the kits mentioned and the 
kit had been found satisfactory. 

Dr. Wright stressed some of the problems 
peculiar to the North, including epidemiological 
considerations; influenza and poliomyelitis epi- 
demics both occurred from time to time in the 
North and there were also endemic diseases such 
.as infestation with various worms, and rabies. 


Dr. J. A. Hildes, Director of the Defence Re- 
search Board Arctic Medical Research Unit, 
“outlined some physiological aspects of arctic 
warfare. In his paper he reviewed the means of 
enhancing ability to keep free of cold injury and 
considered some of the consequences of failure 
to do so. Heat loss from the body was minimized 
by the wearing of insulated clothing. However, 
such clothing presented problems, for it must 
provide adequate thermal insulation, be wind- 
resistant, and nevertheless be suitable for wear- 
ing in working conditions; it must open up easily 
to allow ventilation and thus prevent overheat- 
ing of the body and sweating during periods of 
physical work. Vapour permeability of clothing 
was of considerable importance; arctic outfits in 
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which insulation was enclosed between two 
vapour-impermeable layers were currently under 
trial. Protection of the hands, feet, head and face 
presented special problems, as did sleeping 
arrangements. Insulation of sleeping bags was 
difficult to achieve, because of the weight of the 
required gear and because of the compression 
of the insulating material by the weight of the 
wearer. The increase in calorie requirements in 
arctic areas had not yet been worked out, nor 
was it absolutely certain that an increase in fat 
or in vitamin C was essential. Dr. Hildes sum- 
marized the evidence for acclimatization of 
human subjects to cold and concluded that ac- 
climatization to some degree does take place, as 
noted by the increased tolerance to cold exposure 
of fingers and hands. This might or might not be 
associated with blood volume changes or en- 
hanced ability of the body to allow a temporary 
heat debt without metabolic increase. Dr. Hildes 
discussed the selection of personnel. Training 
was of great importance in developing confidence 
in ability to cope with the situation. 

Dr. Hildes thought it probably wise to retain 
the classification of local cold injury as: (a) im- 
mersion foot due to prolonged exposure to wet 
cold at or about 0° C., and (b) frostbite result- 
ing from exposure to environmental tempera- 
tures below freezing. Treatment of clinical frost- 
bite by anticoagulants and sympathetic blocking 
agents had been disappointing. In generalized 
cold injury, the aim should be to prevent further 
heat loss, but not to effect a rapid heat gain. Un- 
heated blankets would prevent further heat loss 
at low ambient temperatures and would minimize 
vasodilatation in a warm environment. The gen- 
eral interest of surgeons in therapeutic hypo- 
thermia would probably lead to a_ better 
understanding of problems of cold injury. 





MEASUREMENT OF HEART SIZE 


From Freiburg, Musshoff and Reindell (Deutsche 
med. Wchnschr., 81: 1001, 1956) report the results of 
studies of heart volume by radiological methods. They 
determined cardiac volume on 703 occasions in normal 
subjects and in patients with heart disease, using a for- 
mula involving the length and breadth of the Moritz 
cardiac quadrangle and the greatest horizontal diameter 
in the lateral projection. They found that their method 
had an error of only 3-3.5%. In normal subjects, the 
mean heart volume was 38.5 c.c., in cardiac patients 
44.4 c.c. with a range of 25-85 c.c. These figures were 
taken with the patient lying down. With the patient 
standing there was very much greater variation. 


The authors conclude that heart volume should be 
determined with the patient lying down, although it 
does not make any difference whether the patient is 
prone or supine. No conclusions about cardiac output or 
the condition of the myocardium can be drawn from 
observation of the diminution in heart volume when the 
patient stands up. 
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THE MANAGEMENT OF 
BREECH PRESENTATIONS 


F. L. JOHNSON, M.D., 

R. T. WEAVER, M.B. and 
J. WALTERS, M.D.,* 
Hamilton, Ont. 


BREECH DELIVERY has always been considered 
a major problem in the practice of obstetrics. 
The proper method of delivering a primary 
breech presentation continues to create some 
controversy. No attempt will be made in this 
paper to enter the discussion; the aim is to 
present our method of breech extraction in 
rather detailed form. By breech extraction is 
meant the delivery of the fetus by the operator 
after the cervix is fully dilated, without active 
assistance by the mother. No matter what 
method of breech delivery one usually employs, 
there will always be some cases in which breech 
extraction will be necessary. For instance, when 
no progress is being made after full cervical 
dilatation for some definite period of time, there 
is general agreement that breech extraction 
should be performed, even though one usually 
allows the breech to deliver spontaneously. 


The management of labour in breech presenta- 
tions does not differ materially from that in vertex 
presentations. The patients must be supported 
by fluids, sedatives and if necessary antibiotics. 
One must wait for full dilatation of the cervix 
before any attempt is made at delivery. 


The maternal soft parts are the cause of more 
difficulty in the delivery of a breech than all 
other causes combined, including the bony 
pelvis. Theoretically in breech presentation the 
cephalo-pelvic relationship is an unknown en- 
tity. However, in actual practice when the con- 
dition of the soft parts is satisfactory for 
extraction, it is most unusual to encounter much 
difficulty with the bony pelvis. Trouble is caused 
in the majority of cases by attempting breech 
extraction when some cervix still remains, even 
if only a very small cuff. Again one must em- 
phasize—always wait for full cervical dilatation 
before making any attempt at breech delivery. 


Another frequent cause of difficulty is too 
tense a lower uterine segment. This condition can 
make a breech extraction very difficult and in no 
small measure contributes to a number of fetal 
losses. The tense lower uterine segment can be 
relaxed by giving the patient a relatively deep 
ether anzsthetic. One must wait until this seg- 
ment relaxes before any attempt is made at 
extraction. If one palpates the lower uterine 
segment by placing a hand in the uterus during 
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the induction of anesthesia, one will frequently 
find that the anesthetist will say the patient is 
“fairly deep” before there is complete relaxation 
of this uterine muscle; on waiting a few more 
minutes, one can feel the tenseness disappear. 
The value of the anzsthetic in breech extraction 
must not be underestimated, and there must be 
close co-operation between the obstetrician and 
the anesthetist. In some difficult cases this may 
be all that is necessary to tip the scales in 
the baby’s favour. 


RESULTS 


At the Mount Hamilton Maternity Hospital 
approximately 75% of breech presentations are 
delivered by breech extraction. At this institu- 
tion, approximately half of these are delivered 
by general practitioners and the remainder by 
certified specialists, either when called in con- 
sultation or in delivering their private patients. 

Table I shows two five-year periods of breech 


TABLE I. 





BREECH DELIVERIES (VAGINAL)—Mount HAMILTON 
MATERNITY HospITau 


Total 





Fetal 


Years Total mortality deliveries 

1945-49. ......... 851 2.1 22,699 

re 593 0.95 23,103 
Personal series 

U4) Cl)” ae ae 177 1.9 (3 deaths) 





deliveries at the Mount Hamilton Hospital, and 
also a series of personal cases (F.L.J.) in which 


-all the deliveries were by breech extraction. 


These figures do not include Cesarean sections 
or babies who died before delivery was at- 
tempted. All babies under 5 lb. in weight or 
with congenital anomalies incompatible with 
life were excluded. In the first five-year period, 
the first of twins were included, but in the 
second five-year period and in the personal series 
all twins were excluded. This was done in an 
attempt to assess only the risk involved in breech 
delivery. 

In the period from 1945-1949 there were 851 
primary breech presentations with a corrected 
fetal mortality of 2.1%. In the period from 
1950-1954 there were 593 primary breech pre- 
sentations with a corrected fetal mortality of 
0.95%. In the personal series there were 177 
primary breech presentations with a corrected 
fetal mortality of 1.9%, the majority of which 
were delivered in consultation. One of these 
three died of congenital volvulus, and one 
delivery was attempted before consultation. 


TECHNIQUE 


For delivery the patient is placed in stirrups 
with the buttocks just beyond the end of the 
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Fig. 1 


Fig. 2 


delivery table. If this is not done at the begin- 
ning, difficulty will be encountered later when 
bringing the body of the baby down. A generous 
episiotomy is performed before beginning 
delivery. The episiotomy may also be done when 
the buttocks are brought down on the perineum, 
but one may be concentrating so much on the 
delivery that it may be forgotten, with conse- 
quent increase of subsequent difficulties. 

To illustrate the technique we have had a 
series of diagrams made. 


When a frank breech is present, the hand is 
first placed in the uterus along the side of the 
baby. The choice of hand is important. The left 
hand is used when the small parts are on the 
right side and the right hand when the small 
parts are on the left side. The use of a long 
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glove lubricated with tincture of green soap 
facilitates the insertion of the hand. The thumb 
is placed behind one knee and the fingers over 
the tibia. The choice of leg is optional. Which- 
ever leg is easier to obtain is the one brought 
down first (Fig. 1). The fingers are then allowed 
to slide down the tibia, with the thumb still in 
place behind the knee, bringing the leg well 
down. 

A front view shows that the length of the leg 
below the knee is the same as the width of the 
baby. It is due to this fact that the practice of 
breech extraction by this method is possible. 
This must be kept in mind when attempting to 
bring the legs down. The knees of the baby must 
be kept close to the body until the foot is brought 
well down, thus utilizing all the available space 
(Fig. 2). 

The other leg is brought down in a similar 
fashion but in the opposite direction. The hand 
is not necessarily removed from the uterus after 
the first leg is brought down. The second leg is 
usually easier to bring down than the first, but 
on rare occasions it may be very difficult to 
bring the second one down and one may be 
forced to continue the procedure by using one 
leg. 

After the breech has been “broken up” in the 
case of a frank breech, or at the beginning in the 
case of a double-footling breech, both legs are 
grasped and the buttocks are brought down as 
if the fetus were sitting on the perineum (Fig. 
3). 
The next motion is a rotation of the body in 
a manner that will place the buttocks and back 
anteriorly in relation to the mother. The back 
remains parallel to the ceiling (Fig. 4). 

A moist, but not wet, towel is placed over 
the buttocks of the baby. The purpose of the 
towel is to keep the hands from slipping while 
pulling down on the buttocks, and not to keep 
the baby warm. The position of the hands on 
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Fig. 6 


the buttocks is important. They are placed ex- 
actly the same on each buttock, keeping the 
thumbs parallel to each other and also parallel 
to the buttocks. By splinting the buttocks in this 
manner, the baby’s body is pulled in a down- 
ward direction towards the floor. There is no 
twisting or turning of the baby but a continuous 
downward pull (Fig. 5). This traction is con- 
tinued until one can see or feel the tip of either 
scapula. The umbilical cord should be checked 
at this time for pulsation and also to pull a loop 
further down, thus preventing undue stretch or 
pull on the cord. 

At this point a type of double twisting motion 
takes place. While the body of the baby is 
rotated on its long axis, the trunk is carried 
laterally in a wide arc. The body is carried to 
the side on which the scapula first appears. The 
illustrations show the body of the baby being 
rotated in a counter-clockwise direction and at 
the same time being carried to the left side of 
the mother (Fig. 6). This manceuvre is continued 
until the elbow presents at or near the vaginal 
outlet. The fingers are then inserted above and 
in front of the elbow and the arm is gently pulled 
out. This must be done very gently, as it is easy 
to fracture an arm at this point (Fig. 7). 

After the first arm is delivered there is another 
double twisting motion in the opposite direction, 
the body being rotated in a clockwise fashion 
and carried over to the mother’s right side. This 
should succeed in presenting the other arm at 
the outlet, and the arm should be delivered in 
a similar manner to the first. Note that no men- 
tion has been made of “pressure from above’, 
which should be avoided; the entire procedure 
is carried out so far by the operator. 


Fig. 7 


The baby is now placed. astride the arm. The 
middle finger is placed in the baby’s mouth with 
the index and ring fingers applied over the malar 
bones. This hand is only used to keep the head 
flexed; under no circumstances should there be 
any pulling or pressure applied with this hand. 
Suprapubic pressure is now applied to the baby’s 
head either by the operator or an assistant. This 
pressure must be applied in the direction of the 
birth canal and it is necessary to get the head 
down in the pelvis. Intravenous ergot is given 
at this time and the depth of the anesthesia re- 
duced, at the same time increasing the amount 
of oxygen administered (Fig. 8). 
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The baby’s trunk is now brought well up, and 
the legs are held by an assistant or a nurse while 
the Piper forceps are applied. The same general 
principles apply here to the application of for- 
ceps as in vertex presentations. The head must 
be well down in the pelvis, the forceps never 
being applied to a high head. It is usually ad- 
vantageous to suck the mucus from the baby’s 
throat and nose at this time. The head is then 
delivered by traction with the forceps (Fig. 9). 

It should be emphasized that these steps are 
all carried out in a slow continuous motion. 
There is no need to rush, as this can and often 
does cause unnecessary damage. One must al- 
ways keep in mind that there is plenty of time. 

Although we believe this is the best method 
of handling breech presentations and also that 
the fetal mortality figures are very low, we ap- 
proach the problem of breech delivery with the 
utmost respect, especially in the primigravida. 
Great care and skill should be used in each case 
and, as in many other obstetrical problems, one 
should not hesitate to ask advice and assistance 
from a colleague. 


SUMMARY 


Some statistics have been presented showing 
fetal mortality when breech extraction is carried 
out as the method of choice in breech presenta- 
tion. 

No attempt at delivery is made until the cervix 
‘s completely eliminated by the uterine contrac- 
tions, and the patient is deeply anzesthetized with 
ether. A wide episiotomy precedes any attempt 
at delivery. A frank breech is broken up without 
necessarily waiting for descent in the pelvis, both 
legs being routinely brought down. The 
shoulders and arms are delivered by the rotation 
manceuvre, and Piper forceps employed in most 
cases to the aftercoming head. There is rarely any 
justification for hurrying the delivery of the body, 
shoulders and head. Any abdominal pressure 
during delivery of body, shoulders and arms is 
discouraged. After delivery, the lower segment 
and cervix are inspected for lacerations. The 
method has been described in some detail. 


The authors wish to thank Mrs. Anne Donaldson for 
the illustrations and Miss L. Johnstone for the statistical 
work. 
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MEDICAL MEETINGS 


INTERNATIONAL CONGRESS ON 
RHEUMATIC DISEASES 


The Ninth International Congress on Rheumatic Dis- 
seases will be held at Toronto, Ont., from June 23 to 28, 
1957. This quadrennial function of La Ligue _ Inter- 
nationale contre le Rhumatisme will be held under the 
auspices of the Canadian Rheumatism Association. 

The Program Committee invites contributions to the 
scientific program of the Congress and is anxious to re- 
ceive reports on current clinical or basic research dealing 
with any aspect of the rheumatic diseases. 

Those offering papers for consideration should submit 
a 200- to 300-word abstract not later than January 1, 
1957. Abstracts should be submitted in triplicate in the 
language in which the paper is to be read. If an abstract 
is submitted in a language other than English, it will 
be helpful, though not essential, if it can be accompanied 
by an English translation. 

All correspondence. should be directed to: The Ninth 
International Congress on Rheumatic Diseases, Post Office 
Box 237, Terminal “A” Toronto, Ontario, Canada. 





CANADIAN DERMATOLOGICAL 
ASSOCIATION 


The tenth annual meeting of the Canadian Dermato- 
logical Association was held in Quebec City on June 14, 
and at Chateau du Lac, Lac Beauport, Quebec, on June 
15 and 16, 1956. Forty members and nine guests were 
present. We were particularly honoured by the presence 
of Dr. F. F. Hellier, Leeds, England. A clinical session 
was held at L’Hétel-Dieu Hospital on Thursday after- 
noon, June 14, followed that evening by the annual 
dinner at the Cercle Universitaire. The Sdllinsins papers 
were read at Lac Beauport: Presidential Address, Dr. 
J. P. Grandbois, Quebec, Que.; Incidence of lichen 
simplex chronicus in Chinese and Caucasians, Dr. J. L. 
Danto, Vancouver, B.C.; Beryllium granuloma, a case 
report, Dr. R. R. Therrien, Quebec, Que.; Piedra in 
Vermont, Dr. J. Daly, Burlington, Vermont; Proteolytic 
activity in dermatoses: preliminary observation in in- 
flammation and dermatoses, Dr. F. Cormia, New York, 
N.Y.; How important are psychosomatic factors in the 
field of dermatology, Dr. S. Maddin, Vancouver, B.C.; 
The role of the dermatologist in the cancer clinic: what 
he can contribute and what he may leam, Dr. G. S. 
Williamson, Ottawa, Ont.; Benign tumours of the skin 
and thuya, Dr. E. Gaumond, Quebec, Que.; Schedule of 
G. LeClerc, Montreal, Que.; 
Clinical and microbiologic studies in otitis externa, Dr. 
A. P. Wilson, Windsor, Ont.; The Canadian Dermato- 
logical Association, its conception birth, and develop- 
ment, The late Dr. D. E. H. Cleveland, Vancouver, 
B.C. and Dr. R. R. Forsey, Montreal, Que.; Psoriasis, 
the dichotomy between theory and practice, Dr. F. 
Kalz, Montreal, Que.; Hypersensitivity, Dr. D. S. 
Mitchell, Montreal, Que.; Surgical planing for the re- 
“ of scars (a film), Dr. D. R. S. Howell, Halifax, 


On Friday evening June 15, Dr. Amyot Jolicoeur, 
surgeon and artist, presented some very beautiful 
coloured slides of Quebec City and its environs. 

The following officers were elected for 1956-57: 
President, Dr. G. B. Sexton, London, Ont.; Vice-presi- 
dent, Dr. F. B. Bowman, Hamilton, Ont.; Secretary, Dr. 
A. R. Birt, Winnipeg, Man.; Regional-secretary, Dr. I. 
C. Price, London, Ont.; Historian-Archivist, Dr. R. R. 
Forsey, Montreal, Que. 
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CANADIAN RHEUMATISM 
ASSOCIATION 

La SocirETE CANADIENNE 

DE RHUMATOLOGIE 


The 1956 Annual Meeting of the Canadian Rheuma- 
tism Society (la Société Canadienne de Rhumatologie) 
was held at Ecole du Commerce, Quebec City on June 
14 and 15. An excellent scientific program was provided, 
and our Program Chairman, Dr. de Guise Vaillancourt, 
was congratulated by all present. The discussions were 
lively and the speakers well informed, and the Chairman, 
Dr. H. G. Kelly, commented on the interest in rheuma- 
tism which had been demonstrated and stimulated. The 
social arrangements were excellent, thanks to the efforts 
of Dr. Jean Rousseau and La Société du Rhumatisme de 
Québec. 

Features of the business meetings were discussion of 
the relationships of the Canadian Rheumatism Associa- 
tion with the Canadian Medical Association and the 
Canadian Arthritis and Rheumatism Society. It was de- 
cided to hold the 1957 meeting in conjunction with the 
Ninth International Congress on Rheumatic Diseases to 
be held in Toronto in June 1957, to which this Associa- 
tion will be host. 

Perhaps the most important decision was to adopt a 
French name, viz.: “La Société Canadienne de Rhuma- 
tologie”. Thirty new members were elected, including 15 
French-speaking doctors from Quebec Province. Mr. 
Edward Dunlop and Mr. B. H. Rieger were appointed 
honorary members for their outstanding work with the 
Canadian Arthritis and Rheumatism Society and with 
the Congress Committee arranging the Ninth Inter- 
national Congress on Rheumatic Diseases. 

The Executive elected for 1956-57 was as follows: 
President, Dr. A. A. Fletcher, Medical Arts Bldg., To- 
ronto, Ont.; Past-President, Dr. H. G. Kelly, Kingston 
General Hospital, Kingston, Ont.; First Vice-President, 
Dr. Roland Dussault, 847 Chevrier Street, Montreal, 
Que.; Second Vice-President, Dr. A. W. Bagnall, 3195 
Granville Street, Vancouver 9, B.C.; Secretary-treasurer, 
Dr. J. B. Frain, Winnipeg Clinic, Winnipeg 1, Man.; 
Representing Council, Dr. M. A. Ogryzlo, Toronto Gen- 
eral Hospital, Toronto, Ont., and Dr. de Guise Vaillan- 
court, Hétel-Dieu, Montreal, Que. 





A.M.A. CLINICAL MEETING 


The 1956 Clinical Meeting of the American Medical 
Association will be held in Seattle November 27-30. 
Members of the C.M.A. living in western Canada are 
cordially invited to attend this meeting. If they will 
present their C.M.A. membership cards at the registra- 
tion desk, they will be supplied with a guest badge, to- 
gether with a program which will admit them to all the 
exhibits and sessions of the meeting. 





SOCIETY OF NUCLEAR 
MEDICINE 


The Society of Nuclear Medicine, which now has over 
425 members, completed a successful third annual con- 
vention with over 250 in attendance at the Hotel Utah 
in Salt Lake City. Eight regional groups interested in 
the application of radioactive isotopes to biology and 
medicine were inducted as chapters. There were three 
full days of papers on almost every aspect of medicine 
involved in the use of isotopes. Scientific and commercial 
exhibits occupied three times as much space as the 
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previous year. One of the main features of the meeting 
was the tour of the University of Utah’s Radiobiology 
Plutonium Project. 

The fourth annual meeting is to be held in Oklahoma 
City, June 20-22, 1957, at the Skirvin Towers Hotel. 
The current address of the Society will be 452 Metro- 
politan Building, Denver, Colorado. 

The president of the Society of Nuclear Medicine for 
the ensuing year is Mr. N. J. Holter, M.S., Helena, 
Montana. 

Among the themes at the meeting was a symposium 
on radiation protection in various aspects, including that 
of fall-out and reactor waste disposal. Methods of aug- 
menting the number of adequately trained scientists also 
came up for serious discussion and led to formation of 
a committee to study the problem and make recom- 
mendations. The airing of the shortcomings of the current 
techniques was probably the most stimulating aspect of 
the whole meeting. Large numbers of non-medical and 
non-radiological scientists attended and contributed to 
the deliberations of the meeting. 





ECCLES MEMORIAL MEDICAL 
ALUMNI LECTURESHIP 


The regular Dr. F. R. Eccles Memorial Medical 
Alumni Lectureship will be given in the Medical School 
Auditorium of the University of Western Ontario, 
London, on Wednesday, September 16. The morning 
session, opening at 10 o'clock, will be a Surgical Clinic 
under the chairmanship of Dr. A. D. McLachlin. Four 
papers will be given at the afternoon session, for which 
Dr. A. J. Grace will be chairman: “Staphylococcal 
empyema in infants and children”—Dr. D. A. McKenzie; 
“Management of renal trauma”’—Dr. L. N. McAninch; 
“Pre- and postoperative management in thoracic surgery 
—Dr. John C. Coles; and “Recent trends in treatment of 
gallbladder disease”’—Dr. Warren H. Cole. 
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A SMALL EPIDEMIC OF 
HERPES ZOSTER 


To the Editor: 


As early as 1906 an epidemic of idiopathic herpes 
zoster was described (Ztschr. f. Heilkunde, 1906), but 
this seems quite uncommon. A relationship to varicella 
is known and a reciprocal immunity has been observed. 
It is generally accepted that herpes zoster is an infectious 
disease, caused by a neurotropic virus. 

This spring we observed, within one month, six cases 
of herpes zoster although we had not seen a single case 
of varicella. Five cases were in girls aged 16 to 18, 
two of them sisters and the others classmates. All five 
patients had lesions in the area of one branch of the 
trigeminal nerve. All were mild cases, and the patients 
recovered within 2-3 weeks. Most remarkable is that 
one girl had a relapse of the same condition on the other 
side of her face after 30 days. The sixth case was in a 
man of 46, who had a pectoral zoster. He had no con- 
tact in work, family or environment with the other cases 
but there may be an unknown case linking them up. 


Fort Vermilion, Alta., Jutius C. H. Kratz, M.D. 
June 15, 1956. 
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NATIONAL HEALTH SERVICE 


To the Editor: 


Dr. Livingston has written you in April a letter on 
Medical Education of the Public with which few re- 
sponsible doctors will disagree, but I am sure he would 
be disappointed were no one to take issue with him on 
the highly provocative theses of his second letter on 
the National Health Service. 


He asks, “Will any scheme prove better than the 
present situation?” Does he refer to the situation in 
which two or more private insurance schemes provide 
partial coverage for the more far-sighted citizens, while 
a large proportion of the population who comprise an 
even larger proportion of patients have no insurance 
either through lack of money or lack of foresight or 
both? Except for those wealthy enough to scorn insur- 
ance, this uninsured group are usually tardy payers. We 
hear much about the evils of compulsory insurance, but 
we do not expect the Minister az Finance to run the 
country on voluntary donations. No, we put up with 
compulsory taxation, because the benefits are available 
to all in the form of a secure democratic state. Likewise 
the humane ethics of our profession make medical care 
in some form available to all, therefore everyone should 
be required to contribute something towards medical 
insurance. Then the doctor will not go unrewarded and 
the patient will not have to beg for alms. A national 
scheme can make medicine more humane for both 
doctors and patients by removing financial anxiety. 


The trick is of course to make the reward adequate 
and the scheme not too costly. Dr. Livingston constructs 
in his own mind the worst scheme he can think of, then 
throws mud at it. Many of the abuses he fears can be 
prevented by sound insurance techniques, such as the 
deductible policy. The patient might be required to 
pay, say, the first $25 in medical expenses in any one 
quarter, but he would be covered against really big bills. 


However when some such suggestion is seriously ad- 
vanced it often meets with medical opposition, I suspect 
because—if we are 100% honest, we will admit it— we 
are not really anxious to eliminate the trivial cases from 
our practice, however much we may protest to the con- 
trary. 


The description of the British G.P. as an “office clerk” 
is a sad slander. As elsewhere his work is as good or 
bad as he makes it. As elsewhere if he is persistently 
bad his patients drift off to other doctors and his income 
suffers. The paper work is no more than a private practi- 
tioner might have in billing his patients. The scarcity of 
hospital beds for general practitioners antedates the 
N.H.S. by 2 or 3 decades and is a feature of practice 
in very densely populated areas, even on this continent. 
The British G.P’s freedom to prescribe is limited only 
with respect to expensive proprietory preparations of 
doubtful efficacy. He can even prescribe these, but the 
patient may have to pay for them. 


Dr. Livingston asks why there are so many British 
doctors in Canada. First of all we are a small and un- 
representative fraction of the British profession. We are 
not a homogeneous group in any sense, and all of us 
must have a variety of motivations both wise and foolish 
for coming. The largest single cause is that British 
medical schools have during the last 20 years trained 
more men, particularly more young specialists, than the 
medical peace-time economy could skeoeh under either 
public or private financing. It is a result of too little 
power to the N.H.S., not of too much. Most of us have 
come because we wanted a job, in a new country, among 
a friendly nation we have met and liked as military 
comrades. 


A. G. RicHarps, 
1328 Elliott Street, M.B., B.Chir. 
Saskatoon, Sask., 


July 11, 1956. 
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ABSTRACTS from current literature 


MEDICINE 


Discoid Lupus Erythematosus. 
E. L. Dusors aNp S. MarTeEL: Ann. Int. Med., 44: 
482, 1956. 


Chronic discoid lupus erythematosus has been regarded 
as primarily a skin disease with rare systemic manifesta- 
tions. In order to determine the truth of this statement 
the authors took a complete history and performed a 
physical examination and routine laboratory work on a 
series of 41 patients with chronic discoid lupus erythema- 
tosus. The patients were divided into two groups: the 
localized discoid form with skin lesions above the chin, 
and the generalized discoid form with cutaneous involve- 
ment on the face and elsewhere. Sixteen of the 26 
patients (62%) of the localized discoid group had evi- 
dence at some time in the course of their illness of 
arthritis, fever, Raynaud’s phenomenon; pleurisy or other 
systemic changes by history and physical examination 
alone. Fourteen of the 15 cases of generalized discoid 
disease had such changes. If, in addition, laboratory 
abnormalities such as leukopenia, elevated sedimentation 
rate, hyperglobulinemia or abnormal flocculation tests 
were considered, then 24 of the 26 with localized dis- 
coid disease and all 15 of the generalized discoid group 
showed such changes. Therefore, there was evidence of 
systemic involvement in 96% of this group of patients 
with chronic discoid lupus. 

Three different modes of onset of discoid lupus were 
found. Thirty-three patients (72%) had cutaneous 
changes initially, followed, in 45% of this group, by 
rheumatoid-like arthritis. Seven patients had rheumatoid 
arthritis prior to the appearance of discoid lesions. One 
patient had a biological false-positive serological test prior 
to her skin lesions. 

The classification of lupus erythematosus is an arbi- 
trary one. There are many transitions between the types. 
Discoid lupus, from its inception, is a systemic disorder 
which is a variant of the more malignant acute dis- 
seminated form. The “benign”-appearing cutaneous 
lesion may be a herald of advanced systemic manifesta- 
tions which may be present at the same time or at a 
later date when the skin changes have healed. There- 
fore, all these patients should have a thorough general 
medical survey. The form of therapy instituted depends 
entirely upon the extent of the disease. S. J. SHANE 


Angiocardiographic Observations of Intracardiac Flow 
in the Normal and in Mitral Stenosis. 


L. A. Soxorr et al.: Circulation, 13: 334, 1956. 


A study was made of individuals with and without 
cardiovascular disease, using the biplane stereoscopic 
angiocardiographic apparatus (Chamberlain) with 
simultaneous recording of the carotid pulse. Results are 
based primarily upon findings in 4 persons without 
cardiovascular disease, 22 with mitral stenosis and 31 
with mitral stenosis and mitral valvotomy. 

The duration and degree of opacification of each vessel 
or chamber was determined and the “volume” of the 
left atrium measured. 

The intracardiac circulation time in persons with 
normal hearts did not exceed 6.3 seconds. In people with 
heart disease, it may be prolonged but does not exceed 
9.1 seconds in the absence of atrial fibrillation, obvious 
puddling of contrast substance in the right ventricle, 
marked cardiomegaly or heart failure. 

Normally, the right heart time, pulmonary artery time 
and left atrial time are approximately equal. In mitral 
stenosis, there is a disproportionate prolongation of the 
pulmonary artery time and left atrial time. The left 
atrial time exceeds the pulmonary artery time and the 
latter, in the absence of right heart failure, exceeds the 
right heart time. The pulmonary artery and branches are 
variably enlarged. 
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In mitral stenosis, the left atrial “volume” was esti- 


mated to be twice to 12 times the normal. The left 
atrial “volume” usually but not always increases and not 
necessarily proportionately with increase in heart size. 
The increase in volume is not related to age or duration 
of the rheumatic state. No relationship could be de- 
termined between left atrial time and left atrial size, 
yr between left atrial and lett ventricular opacification to 
distinguish “pure” mitral stenosis from mitral stenosis 
with regurgitation as diagnosed surgically, or to permit 
prediction of the degree of mitral stenosis as reported 
by the surgeon. 

The angiocardiographic pattern of mitral stenosis is 
not diagnostic. It may occur in those with stenosis, re- 
gurgitation or both or even in the presence of non- 
valvular heart disease. 


There are no characteristic angiocardiographic features 
that can differentiate those who have had a mitral 
valvotomy from those who have not. 


Changes in circulation times occur with spontaneous 
changes in myocardial function and after medical therapy. 


S. J. SHANE 


SURGERY 


Resection of Carotid-body Tumours with Preservation 
of the Carotid Vessels. 


T. Farrar et al.: A.M.A. Arch. Surg., 72: 595, 1956. 


Though carotid-body tumours are usually benign, rarely 
showing metastases, they may suddenly enlarge greatly 
after long periods of quiescence. Radiotherapy is rarely 
effective. Surgical removal has had a high mortality and 
morbidity rate due to postoperative hemorrhage and 
cerebral ischemia following ligation of the carotid ar- 
teries. Gordon-Taylor first stressed dissection of the 
tumour from the arteries with preservation of the latter. 


The technique of the operation as used in three cases 
is described. Though arterial homografts were kept avail- 
able, none was used, Papaverine was injected into the 
artery to relieve its spasm. Ligation of the three carotid 
arteries to remove a carotid-body tumour is held un- 
justified. Burns PLEWES 


The Surgical Treatment of Familial Polyposis of the 
Colon. 


H. E. LockHart-MuMMery, C. E. Dukes AND H. J. 
R. Bussey: Brit. J. Surg., 43: 476, 1956. 


At St. Mark’s Hospital in London, there are records of 
58 families in which multiple polyposis of the colon has 
occurred. This includes 1,069 members, of whom 218 
have had polyposis and 154 developed intestinal cancer. 
These records have been built up over 30 years and are 
the sources of many studies of this disease. 


Adenomatous tumours of the mucosa of the colon and 
rectum appear in such families according to a pattern 
of inheritance at an average age of 20 years. Cancer is 
most likely after 15 years from the onset of symptoms. 


The results of surgical treatment have improved 
greatly over the past years and this is illustrated by 60 
consecutive cases. In 1946 efforts to contact and examine 
relatives were begun so that much earlier diagnosis 
became common. The operative mortality in 21 cases 
from 1918-45 was 23%, though most had only excision 
of the rectum. Six of the 21 developed carcinoma in 
the remaining colon and four are still alive. There were 
39 cases operated upon from 1946 to 1954, of which 
14 showed one or more carcinomas. 


The arguments for and against preservation of any 
rectal mucosa are enumerated. Total colectomy is neces- 
sary, but excision of the rectum and ileo-anal anastomosis 
is too trying to the patient as well as to the surgeon. 
Preservation of some rectum and routine sigmoidoscopic 
examinations for the rest of the patient’s life are recom- 
mended. Since the development of cancer below the age 
of 18 years is very rare, colectomy and ileorectal anas- 
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tomosis may be done for the polyposis patient as early 
as in the patient’s teens. About 10 to 12 cm. of rectum 
above the anal verge is the usual site of the anastomosis. 
Follow-up examinations are regular and thorough. Any 
adenoma discovered is fulgurized. With advancing age, 

new polypi form in the rectal stump less frequently. 
Burns PLEWEs 


Assessing the Curability of Cancer. 
T. W. Lees: Acta radiol., Supplement 132, 1956. 


In a plea for a more realistic and objective assessment 
of the various treatments for cancer, the weaknesses of 
the five-year survival rate are exposed. The diagnosis of 
cancer at the time it is made is labelled “skilled guess- 
ing.” A superior treatment is often claimed when the 
better apparent cure rate is the result of an histologist’s 
less rigid criteria of malignancy. Large series of cases 
contain groups of varying wrongly diagnosed cases and 
of overdiagnosed cases. There is no accurate single 
measure of the degree of malignancy of any neoplasm. 

It is suggested that these errors in diagnosis would be 
minimized if the numbers of those dying of cancer 
were studied, especially the portion of this group which 
dies most rapidly. The “median lethal time” after di- 
agnosis is recommended as a practical and accurate in- 
dex of the results of treatment. 

Statistical methods applied to the study of human 
cancer may measure the importance of any factor, in the 
tumour or the host, which might influence the period 
of survival. 

The author states it is unlikely that treatment in- 
fluences the subsequent course of the majority of cancers 
to the extent generally claimed or generally believed. 

Burns PLEWES 


Parathyroid Crisis. 


P. R. James AND P. G. Ricuarps: A. M. A. Arch. 
Surg., 72: 553, 1956. 


Acute hyperparathyroidism, though rare, may occur in 
a chronic case immobilized in bed. Clinically the acute 
episode is heralded by epigastric pain, vomiting, lethargy, 
oliguria, hyperpyrexia and vascular collapse. Rising 
serum phosphorus and nonprotein nitrogen levels are 
noted. The mechanism of the crisis is poorly understood. 
In the investigation of a case of chronic hyperparathyroid- 
ism the calcium intake should be kept low, undue im- 


mobilization avoided and_ electrolyte abnormalities 
corrected. 
An acute exacerbation is a_ surgical emergency 


necessitating parathyroidectomy plus zealous postopera- 

tive care. The patient reported on survived, and signs and 

symptoms disappeared after removal of the adenoma. 
Burns PLEWES 


OBSTETRICS AND GYNA®COLOGY 


The Use of Oxidized Cellulose in the Control of 
Bleeding in Obstetrics. 


H. B. W. Benaron et al.: Am. J. Obst. & Gynec., 71: 
1220, 1956. 


Oxidized cellulose was found to be efficient in a variety 
of obstetrical hemorrhages in 48 of 50 patients. It was 
effective where plain gauze failed 18 times; in some of 
these cases it obviated the necessity for hysterectomy. 
It was particularly of value for intrauterine use at 
Cesarean section in either placenta previa, abruptio 
placente, or atony. The uterus can be closed rapidly 
without catching gauze in the suture. It was successful 
in 11 of 12 cases of puerperal hemorrhage. 

It appears to be unwise to use large amounts of 
oxidized cellulose within the peritoneal cavity. In the 
amounts necessary to control bleeding such as occurs 
in abdominal pregnancy, it cannot be considered absorb- 
able. Any amount necessary to produce a firm utero- 
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vaginal tamponade may be used in the uterus. It will 
be treated as a foreign body by the uterus and will be 
expelled into the vagina within 72 hours. There is no 
effect on either menstruation or future childbearing. 
There is room for improvement in the preparation and 
packing of the material. There was no maternal mor- 
tality. Ross MITCHELL 


Postmenopausal Endometrial Hyperplasia. 
E. R. Novak: Am. J. Obst. & Gynec., 71: 1312, 1956. 


Thirty-six cases of postmenopausal endometrial hyper- 
plasia, treated by hysterectomy and removal of ovarian 
tissue, have been studied and found to show features 
identical with those noted in conjunction with cases of 
adenocarcinoma. This seems to substantiate further the 
relationship between the two diseases and since cestrogen 
is the usual agent producing endometrial hyperplasia, 
additional support for its role in the development of 
fundal cancer is afforded. 

Adenocarcinoma seems an exaggerated and extreme 
stage of postmenopausal hyperplasia if there is a con- 
tinued stimulus, and persistently recurring and prolifer- 
ative degrees of hyperplasia do not lend themselves to 
conservatism. 

The development of endometrial cancer in ovulating 
women seems to represent a different disease process, 
and may occur in patches of unripe endometrium in- 
capable of responding to progesterone and_ thereby 
subject to prolonged unopposed cestrogen action. 

The variety of metabolic and pluriglandular aspects 
of postmenopausal hyperplasia and adenocarcinoma 
strongly supports a possible, important role of the pitui- 
tary gland. Ross MITCHELL 


PAEDIATRICS 


Poisons Children Swallow. 
J. O. Craic: Brit. M. J., 2: 1496, 1955. 


Comparison of fatal accidental poisonings in childhood, 
based on the Registrar-General’s returns tor England and 
Wales 1931-35 and 1950-52, shows considerable change 
in the pattern. At two children’s hospitals, the most 
frequent causes in recent years were barbiturates, kero- 
sene, turpentine, ferrous sulphate, salicylates and cam- 
phor; more recently, antihistamines and methadone have 
acquired significance. 

Before discussing individually some of the more im- 
portant poisons, the author outlines the general manage- 
ment of such cases. The practitioner should, if at all 
possible, give his initial instructions to the parents by 
telephone; later he should warn the hospital of his 
patient’s impending arrival. A rounded tablespoonful of 
salt or a level teaspoonful of mustard, in a tumbler of 
water, is a good and accessible emetic. When the 
poison is unknown the “universal antidote” may be 
used. A mixture is made of powdered charcoal (scrapings 
of burnt toast), two parts, magnesium oxide (milk of 
magnesia), one part, and tannic acid, one part (or use 
tea for lavage). Two teaspoonfuls (7 ml.) of the mixture 
is suspended in a pint (0.6 litre) of water, and a little 
should be left in the stomach after lavage. Special 
attention is given to the procedure of gastric lavage and 
to the safe use of sedation. 

In discussing the individual poisons, emphasis is laid 
on the significance of early symptoms rather than on 
treatment in hospital. The poisons included in the pres- 
entation are the amphetamine group, antihistamines, the 
atropine group, camphor, digitalis, ferrous sulphate, the 
kerosene, turpentine substitute and petrol group, lead, 
methadone and the morphine group, methyl salicylate 
(oil of wintergreen), phosphorus and rat-poison, and 
strychnine. 

For each, information is presented as to ways in 
which the accident may occur, the appearance and 
nature of the symptoms, and the treatment indicated. 

MarcarET H. WILTON 
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THERAPEUTICS 


Chemotherapy of Pulmonary Tuberculosis in Patients 
at Home and at Work. 


A. H. CAMPBELL AND D. O’Brien: M. J. Australia, 1: 
599, 1956. 


Since the advent of antimicrobial therapy for tuber- 
culosis, there has been a growing tendency to treat pa- 
tients on a domiciliary regimen. Such a_ procedure 
naturally has the advantage of relaxing the strain on 
hospital bed facilities. Its major disadvantages, how- 
ever, are that it frequently gives patients a false sense 
of security, and that it leads to inadequate medical super- 
vision of the disease. There is a great need, however, for 
studies to aid us in deciding how far we can safely go 
along these lines, and at what point we should stop. 
The present paper provides us with a great deal of 
information on these points. 


In the study, a group of 75 patients with pulmonary 
tuberculosis were given antimicrobial therapy at home 
on a semi-ambulatory or fully ambulatory basis. Patients 
were carefully selected, no patient with newly diagnosed 
tuberculosis being incinded. The results were assessed 
atter six to eight months’ treatment. During the entire 
study. treatment was continuous, and cavity closure and 
negative bacteriological findings were prerequisites for 
a satisfactory result. 

Of 72 patients on whom conclusions could be drawn, 
38 were classified as successfully treated. Deleterious 
influences included cavitation, age and previous anti- 
microbial therapy. The writers conclude that the results 
were not sufficiently impressive to warrant widespread 
employment of domiciliary antimicrobial therapy for pa- 
tients with cavitation. Nevertheless, in carefully selected 
cases, excluding newly discovered and cavitary disease, 
there is a place for domiciliary chemotherapy of pulmo- 
nary tuberculosis. S. J. SHANE 


Enzyme Therapy by Intramuscular Route in Chest 
Diseases. 


N. E. Sitpert: Dis. Chest, 29: 520, 1956. 


Twenty-five asthmatic patients with chest disease of 
long standing given intramuscular trypsin showed defi- 
nite improvement in their physical condition, not only 
subjectively but also objectively by roentgenographic 
studies. Abnormal bronchovascular markings on roent- 
genograms, previously interpreted as irreversible, showed 
changes which might ok require re-evaluation and 
reinterpretation of such findings. 


Each patient received injections in the buttocks of a 
preparation containing 5 mg. of trypsin per ml. of 
sesame oil, according to the following formula for 
adults: A first injection of 0.5 ml., and in the absence 
of side-effects, 1 ml. (5.0 mg.) daily for five to seven 
days, then 1 ml. every second or third day for two 
weeks, and finally an injection one week later. Children 
received 0.25 ml. for the trial dose, followed in 24 
hours by 0.5 ml. (2.5 mg.) daily for five days, thence 
0.5 ml. weekly for two weeks. Seven patients were 
given a second course of treatment, and five a third 
course. 

From a medical standpoint, the effect of intramuscular 
trypsin might well be attributed to the lysing of mucus 
and the freeing of heavy immobile deposits in the 
bronchi and bronchioles. The lytic action may be in- 
direct and due to activation of major lytic forces within 
the body or to stimulation of local cells to secrete a 
lytic substance. In: addition to the action on sputum, 
however, the effect of trypsin on the local circulation 
must be considered. Increased flow in minute vessels to 
cause reduction in local cedema has been suggested as 
the mechanism by which trypsin brings about reversal 
of inflammation. It is possible, therefore, that the 
decrease in bronchovascular markings is due, in a cer- 
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tain measure, to an increase in the local blood and 
lymphatic flow in the involved area, with resulting 
decrease in inflammation and reduction in the size of 
distended small blood vessels surrounding fibrous tissue. 

It is hardly conceivable that this form of treatment 
could reverse a fibrotic process, bxt it is possible that 
some of the abnormal bronchovascular markings that 
disappeared represented reversible pre-fibrotic changes. 
Chronic inflammatory changes of the bronchiolar mucous 
membrane and cedema are possibly precursors of pul- 
monary fibrosis and emphysema, since such changes 
have been seen on histological examination of the lungs 
of such patients. Trypsin has been reported to reverse 
inflammation and to reduce cedema following trauma 
and peripheral vascular conditions, and may be acting 
similarly in these asthmatic patients. S. J. SHANE 


PATHOLOGY 


Anatomical Features of the Human Renal Glomerular 
Efferent Vessel. 


J. P. Smitn: J. Anat., 90: 290, Part 2, 1956. 


In serial PAS-stained 8» sections from 21 normal human 
adult kidneys obtained at autopsy and Helly-fixed, the 
glomerular efferent vessels were of three main types: 
(1) muscular arteriole (commonest); (2) single wide endo- 
thelial tube (up to 40% in some kidneys); and (3) several 
capillaries. In another group of serial sections from 678 
unselected consecutive autopsy kidneys, both normal and 
diseased, the same three types of efferent vessel were 
seen after PAS, van Gieson and Mallory staining. Muscle 
therefore may or may not occur ih efferent vascular walls 
but its absence is apparently without disease manifesta- 
tions: there is then posed a problem relating to intra- 
glomerular pressure and filtration. The school of 
histological thought that denies the existence of muscle 
in all human efferent glomerular vessels is thus not 
supported. The efferent vessel occasionally perforates its 
Bowman’s capsule far from the hilum of its glomerulus. 
Multiple efferent vessels were found in not more than 
5% of glomeruli. C. C. MAcKLIN 


INDUSTRIAL MEDICINE 


Pulmonary Changes in Welders. 
R. Cuarr: Ann. Int. Med., 44: 806, 1956. 


Following the inhalation for a number of years of 
welding fumes containing minute particles of iron oxide, 
pulmonary changes resembling silicosis may develop. 
These changes in welders have always been considered 
harmless. However, there have been several reports in 
the literature of respiratory difficulty in welders without 
apparent reason other than exposure to welding fumes. 
The present report adds three such cases to those de- 
tailed in previous reports. All three patients were dis- 
tinctly ill, and the third was in a critical condition. 
The essential symptoms were shortness of breath and 
cough. Roentgenological examination in all patients re- 
vealed findings consistent with a diagnosis of pulmonary 
fibrosis. Lung biopsy was done in two patients (the 
third was too ill). In one case, histological examination 
showed numerous iron particles, thickening of the 
alveolar walls, perivascular infiltration, and fibrosis. The 
second case showed necrotizing bronchiolitis, alveolar 
epithelization and extensive fibrosis. 

While the clinical and histological findings do not 
fully establish welding fumes as the etiological agent, 
this matter deserves further investigation. S. J. SHANE 
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OBITUARIES 


DR. DUNCAN MacKENZIE ANDERSON, 81, a former 
general practitioner at Toronto, Ont., died on July 13. 
Dr. Anderson graduated from Trinity College, Toronto 
in 1898 and for several years served as medical officer 
aboard the Empress of India, travelling between Van- 
couver and Hong Kong. He later set up practice in 
Toronto, where he remained until his retirement five 
years ago. 


He is survived by two daughters. 


DR. JOHN ERNEST ANDREW, Senior Consultant to 
the Director General of the Medical Services, Army 
Headquarters, Ottawa, died suddenly at Ottawa on July 
4, at the age of 46. Dr. Andrew, who held the rank of 
colonel, was a_ surgeon, a Fellow of the Royal 
College of Surgeons, Edinburgh, and a Fellow of the 
Royal College of Physicians and Surgeons of Canada. He 
was born at Charlottetown, P.E.I., and graduated from 
Dalhousie University in 1934. After doing postgraduate 
work in England he joined the R.C.A.M.C. in 1939. He 
took part in the raid on the Spitzbergen Islands in 1940, 
and in 1942 formed one of the first surgical field units, 
bringing hospital care to fighting troops. He returned to 
Canada in 1945 and served as chief surgeon for units 
on the Northwest Highways, White Horse, Yukon. From 
1946 to 1951 he was in charge of surgery at the Toronto 
Military Hospital. Colonel Andrew was appointed to his 
latest post in 1953. 


He is survived by his widow and daughter. 


DR. WILLIAM GILES COLLISON, a_ general 
practioner for 50 years at Lindsay, Ont., died on 
June 30. He was born at Chelsey, Ont., and graduated 
from Trinity College, Toronto in 1899. He set up prac- 
tice at Lindsay in 1902. Failing eyesight forced him 
to retire five years ago. 

He is survived by his widow and one son. 


DR. ALBERT H. COOK, 84, a former medical officer of 
health at Port Dover, Ont., died there on July 1. He 
was born at Napanee, Ont., and graduated from Trinity 
College, Toronto in 1903. Dr. Cook went to Port Dover 
in 1912. 


He is survived by one son and two daughters. 


DR. WILLIAM McCLURE, one of Canada’s most fam- 
ous medical missionaries died on July 16, three months 
after celebrating his 100th birthday. Dr. McClure was 
born at Lachute, Que., and graduated from McGill 
University in 1884. He spent three years as superinten- 
dent of the Montreal General Hospital before going to 
Honan, North China, as a missionary. For many years 
he was on the staff of Chee Loo University. In 1938 he 
returned to Canada, having spent fifty years in China. 
Upon his retirement Dr. McClure was honoured by 
McGill University with an LL.D. degree. He was the 
first physician to receive this degree. 


He is survived by a son and a daughter. 


DR. STANLEY PAULIN, 78, a C.N.R. district medical 
officer at Vancouver, B.C. for 30 years, died in Vancou- 
ver General Hospital on July 7. He was born at Arthur, 
Ont., and graduated from the University of Toronto in 
1898. He went to Vancouver in 1910. During World 
War I he served with the R.C.A.M.C. and won the 
D.S.O. In 1955 he was made an honorary member of 
the College of Physicians and Surgeons of British 
Columbia. 


He is survived by his widow, a son and three 
daughters 
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FORTHCOMING MEETINGS 


CANADA 


INDUSTRIAL SECTION, ONTARIO MEDICAL ASSOCIATION, 
AND INDUSTRIAL MEDICAL ASSOCIATION OF THE PROVINCE 
oF QueBec, Combined Annual Meeting, Hamilton, 
Ontario. (Dr. Glenn Sawyer, Executive Secretary, Ontario 
Medical Association, 244 St. George Street, Toronto, 
Ont.) September 26-28, 1956. 


NINtH INTERNATIONAL CONGRESS OF RHEUMATIC DIs- 
EASES, Toronto, Ontario. (Ninth International Congress 
of Rheumatic Diseases, P.O. Box 237, Terminal “A”, 
Toronto, Ont.) June 23-28, 1957. 


UNITED STATES 


INTERNATIONAL COLLEGE OF SuRGEONS, 10th Inter- 
national Congress, Chicago, Illinois. (Dr. Max Thorek, 
1516 Lake Shore Drive, Chicago, Ill.) September 9-13, 
1956. 


INTERNATIONAL CONGRESS OF CLINICAL CHEMISTRY, 
New York, N.Y. (Mr. J. C. Reinhold, 711 Maloney Build- 
ing, Hospital of the University of Pennsylvania, Phila- 
delphia 4, Pa.) September 9-14, 1956. 


OTHER COUNTRIES 


SECOND INTERNATIONAL CONGRESS OF DIETETICS, Rome, 
Italy. (Dr. Margaret A. Ohlson, The American Dietetic 
Association, 620 North Michigan Avenue, Chicago 11, 
Ill.) September 10-14, 1956. 


EuROPEAN SOCIETY OF CARDIOLOGY, Second Congress, 
Stockholm, Sweden. (Professor K. E. Grewin, Sédersjuk- 
huset, Stockholm.) September 10-14, 1956. 


25TH INTERNATIONAL CONGRESS AGAINST ALCOHOLISM, 
Istanbul, Turkey. (Bureau International contre |’Alcoo- 
lisme, Case Gare 49, Lausanne, Switzerland.) September 
10-15, 1956. 


SEVENTH INTERNATIONAL CONGRESS OF CATHOLIC Doc- 
Tors, The Hague, The Netherlands. (Dr. Weebers, 
Nijmegen, Holland.) September 10-16, 1956. 


SixTtH INTERNATIONAL CONGRESS OF HypDATID DISEASES, 
Athens, Greece. (Professor B. Kourias, Croix-Rouge 
Hellenique, 1 rue Mackenzie King, Athens.) September 
14-16, 1956. 


FourtTH INTERNATIONAL CONGRESS OF INTERNAL MEDI- 
CINE, Madrid, Spain. (Sociedad Espanola de Medicina 
Interna, Montalera 90, Madrid.) September 19-23, 1956. 


MeEpDICAL WOMEN’S INTERNATIONAL ASSOCIATION, Extra- 
ordinary General Meeting, Biirgenstock, Switzerland. 
(Dr. Janet Aitken, 30a Acacia Road, London, N.W. 8, 
England.) September 21-23, 1956. 


Tutrp EuROPEAN CONGRESS OF ALLERGOLOGY, Florence, 
Italy. (General Secretary, Professor Umberto Serafini, 
Istituto di Patologia Medica, Viale Morgagni, Florence. ) 
September 26-29, 1956. 


INTERNATIONAL SOCIETY FOR THE History OF MEDICINE, 
15th Congress, Madrid and Salamanca, Spain. (Dr. F. A. 
Sondervorst, Secretary General, 124 Avenue des Alliés, 
Louvain, Belgium.) September 26-29, 1956. 


CONGRES DE L’UNION PROFESSIONNELLE INTERNATIONALE 
DES GYNECOLOGUES ET OBSTETRICIENS, Madrid, Spain. 
(Dr. Jacques Courtois, 1 rue Racine, St.-Germain-en- 
Laye, France.) September 28-29, 1956. 
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PROVINCIAL NEWS 


ALBERTA 


Dr. Eric C. Elliot, who before taking a graduate 
training course in surgery at the University of Alberta 
practised in Saskatchewan, has been awarded a fellow- 
ship from the Canadian Life Insurance Medical Fund. 
Dr. Elliot will carry out research in the field of extra- 
corporeal circulation. 


Dr. J. Donovan Ross, M.L.A. for Edmonton, recently 
opened the Dr. Randall R. MacLean Cottage at Gull 
Lake. This cottage, which is for the use of the retarded 
children of the Provincial Training School in Red Deer, 
was built by the trainees themselves under the guidance 
of one of the training school instructors. Dr. L. J. le 
Vann, Medical Superintendent, said that the erection 
of this cottage was part of the incentive training pro- 
gram which showed .that a mentally defective child 
could be trained to a point of great usefulness. 


Dr. George E. Miller has joined the staff of the 
Calgary Associate Clinic for the practice of thoracic 
and cardiac surgery. 


The Special Fees Committee, which was appointed 
by the Alberta Division of the C.M.A. to examine the 
basis and detail of the fee structure in Alberta, has 
completed its study of the representations made by the 
various provincial groups and is now in the process of 
reporting its findings and opinions to the profession. 
Meetings have been held in Lethbridge, Calgary, Ed- 
monton, Red Deer and Grande Prairie for this purpose, 
and discussion of all facets of the problem has been 
enlightening and valuable. The members of the Com- 
mittee have spent over four hundred hours to date in 
their investigations and deliberations —a tremendous 
voluntary contribution to the profession. 

The members of the Committee are: Drs. R. K. 
Thomson, Edmonton (Chairman); H. V. Morgan, Cal- 
gary (Secretary); D. F. McPherson, Lethbridge; D. 
Cooper Johnston, Edmonton, and J. B. T. Wood, High 
Prairie. Of these, two are general practitioners. 

Accompanying the Committee on its travels has been 
Dr. E. F. Donald, of Edmonton, President of the Alberta 
College of Physicians and Surgeons. Dr. Donald had 
discussed the proposed federal-provincial health grants, 
strongly decrying the apathy of the profession regarding 
these and urging all doctors to study the proposals, 
examine their implications, and take some definite stand 
with regard to the future economic basis of medical care. 


Dr. Alan B. McCarten, who has practised surgery in 
Edmonton for the past several years, has left to take a 
year’s advanced surgical training in the M. D. Anderson 
Hospital for Cancer in Houston, Texas. Following com- 
pletion of this course Dr. McCarten will return to 
Edmonton. 


Three Edmonton doctors were included in the honours 
list of the Order of the Hospital of St. John of Jerusalem 
for their efforts in support of first-aid. Dr. Harvey D. 
Hebb was appointed Commander Brother; Colonel John 
S. McCannell, Command Medical Officer at Western 
Army Command, Officer Brother; and Dr. Anthony L. 
Peers, Officer Brother. 

The honours are sanctioned by the Queen and will be 
presented by His Excellency, the Rt. Hon. Vincent 
Massey, Governor-General of Canada, in the fall at a 
Government House investiture. W. B. Parsons 
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SASKATCHEWAN 


Results of the Co-operative Waterfowl Survey, carried 
out by the United States Fish and Wildlife Service, 
Dominion Wildlife Service and personnel of the Depart- 
ment of Natural Resources, indicate that more birds have 
returned to nest in Saskatchewan than has been the 
case for many years. 

Waterfowl conditions are not as favourable as they 
were in 1954 and 1955, nor has nesting progressed to 
the extent it had at this time last year. However, it 
was stated that there is no doubt that generally 
Saskatchewan hunters can look forward to another good 
waterfowl season. 


The Hon. T. J. Bentley, Minister of Public Health, 
has given authority to modernize and improve the St. 
Paul’s Hospital, Saskatoon, on a 320-bed basis. The hos- 
pital originally asked to increase its bed capacity to 
376, but the proposal to build a $3,000,000 addition 
reached a stalemate last April, when the Department of 
Public Health refused to authorize an increase in the 
number of beds. St. Paul’s at present has 279 beds set 
up and is operated at a peak of 309 in emergencies. 


The Regina General Hospital Board of Governors 
recently presented wrist watches to 14 employees, whose 
combined length of service amounts to 399 years. The 
function, presided over by Gordon B. Brant, chairman 
of the Board, marked the beginning of a 25-year club 
in the Hospital. 


Representatives of hospitals in Southwest Saskatchewan 
met in Swift Current recently at the first meeting of the 
newly organized Southwest Regional Hospital Council. 
An important feature of the Council meeting was an 
address by the Hon. T. J. Bentley. Mr. Bentley stated 
that the people in the southwest have shown great 
leadership by pioneering the first Health Region, first 
hospital insurance scheme, first prepaid medical care 
program, and now they have taken a further step by 
setting up a Regional Hospital Council, the first of its 
kind in Canada. 


A two-week refresher course in Obstetrical Nursing 
and Prenatal Teaching was recently conducted by the 
University Hospital, Saskatoon. Twenty-four hospital and 
public health nurses attended. The visiting lecturer was 
Miss A. Hogen of the Maternity Center Association, 
New York, U.S.A. This followed a Refresher Course in 
Post-Graduate Obstetrics for Physicians and Nurses con- 
ducted in 1955, and a Refresher Course in Pediatrics 
and Obstetrics held in Regina this spring. 


Preliminary data compiled by the Division of Vital 
Statistics showed a slight increase in infant mortality in 
Saskatchewan. In 1954 the rate of infant deaths was 
28.3 per thousand live births. The corresponding rate 
for 1955 was 30.2. 

In 1955 the total number of infant deaths was 747 
as against 708 in 1954. At the same time the number 
of live births decreased from 24,981 to 24,766. During 
1955 the infant mortality rate was highest in the North- 
ern Saskatchewan administration district, where the rate 
stood at 123.3 per thousand live births. The lowest rate 
was observed in the rural area around Saskatoon, 
and in Moose Jaw and the surrounding area. As this is 
a preliminary report it is subject to revision. 


The Saskatoon and District Medical Society’s Annual 
Picnic was held at the Forestry Farm on June 20. A 
very enjoyable time was had by those in attendance. 


Dr. John D. Leishman, well-known urologist and 
President-Elect of the Regina Rotary Club, will officially 
represent his Club at the International Convention of 
Rotary Clubs to be held at Philadelphia, Pa. 
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Three bursaries for postgraduate training in medical 
social work are being made available by the Sas- 
katchewan Department of Public Health. Bursaries open 
to candidates able to gain admission to training leading 
to a Master of Social Work degree, provide for financial 
aid ranging from $1,475 to $2,400 to cover travelling, 
tuition and sustenance. G. W. Peacock 


ONTARIO 


Dr. J. W. A. Duckworth succeeds Dr, J. C. B. Grant 
as head of the Department of Anatomy, University of 
Toronto. Educated at Harrow and Edinburgh University, 
Dr. Duckworth was house surgeon in the Royal Simpson 
—— Hospital, and in the Royal Infirmary, Edin- 

urgh. 

Commissioned Surgeon Lieutenant in the R.N.V.R. in 
1938, he served in the Royal Navy from 1939 to 1946, 
and was promoted to Surgeon Commander in the 
R.N.V.R. in 1952. 

After the war Dr. Duckworth lectured at Edinburgh 
University, then came to Toronto in 1952 as associate 
professor of anatomy. In 1953 he was commissioned 
Surgeon Commander in the R.C.N.(R) and has been 
principal medical officer, H.M.C.S. York, since 1954. 
His research interests are the human heart and con- 
genital heart disease. 


Professor C. Roger Myers has been named chairman of 
the Department of Psychology, University of Toronto. 
He has been consultant psychologist to the Ontario De- 
partment of Health since 1930, and was training adviser 
to the Air Ministry in England from 1941 to 1945. He is 
past president of the Ontario Psychological Association 
and of the Canadian Psychological Association and is a 
diplomate in clinical psychology of the American Board 
of Examiners in Professional Psychology. 


Recent gifts for medical research to the University of 
Toronto are: $137,770 from the National Cancer Institute 
of Canada for support of 12 cancer research projects; 
$13,500 over three years from the J. P. Bickell Founda- 
tion for research on disease of the optic nerve under 
Dr. Lois Lloyd; $460 from the College of General 
Practice of Canada to help finance a survey of general 
practice in Canada; $12,400 from the Multiple Sclerosis 
Society of Canada for research under Dr. Ernest Kovacs; 
$1,000 anonymously for Dr. Alexander McPhedran 
awards to promising students Who need aid; $9,500 from 
the Canadian Life Insurance Officers Association to renew 
fellowships to Dr. Calvin Ezrin, Dr. W. J. Horsey and 
Dr. G. F. Wilgrim; $200 from the Pi Rho Epsilon 
service group for cardiovascular surgery; $20,000 from 
the Nutrition Foundation, Inc. for Dr. C. H. Best’s 
research project; $1,750 from the Canadian Arthritis 
and Rheumatism Society for a research project directed 
by Dr. M. A. Ogryzlo, Dr. J. A. Dauphinee and Dr. 
Almon Fletcher; $26,000 from the estate of Mrs. Leila 
G. Senkler for research; $100 from Norman L. Mac- 
Donald for the neurosurgical fund. 


The Rani Ghar Grotto has given $3,700 to the Hospital 
for Sick Children for research in cerebral palsy. 


Dr. Alfred Wells Farmer, who has been on the staff 
of the Hospital for Sick Children, Toronto, for 24 years, 
has been appointed chief of surgery. During the war he 
was appointed Chief Surgical Consultant to the R.C.A.F., 
a position he still holds. He has been appointed Surgeon 
to the Queen for two vears. He is chairman of the 
Ontario Society for Crippled Children’s medical advisory 
committee. He is orthopedic consultant to the Canadian 
Forces Medical Council. 


Government subsidization of nursing education has 
been recommended by Miss Gladvs Sharpe, director of 
nurses, Toronto Western Hospital. She suggested the 
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sum of $500 yearly as an one amount. The actual 
cost of educating one nurse for one year is $584. Room 
and board for the year costs $718. 


Mr. Joseph B. Lubotta, speaking at the annual con- 
ference of officials, regional and divisional managers of 
Financial Collection Agencies and the Hospital and 
Medical Audit Bureau, said that in metropolitan Toronto 
alone, unpaid doctors’ bills amount to more than 
$2,000,000 a year. 


The board of governors of the new Queensway Hos- 
pital, Toronto, have appointed Dr. G. Kitchen head of 
Surgery, Dr. A. D. Foster head of Obstetrics and Gynz- 
cology, Dr. G. Blanchet head of General Practice, Dr. 
Chester McLean head of Pathology assisted by Dr. F. 
Jaffe, Dr. L. Harnick head of Radiology assisted by Dr. 
B. C. Prior. 


A contract to build a $5,530,000 rehabilitation centre 
for treating injured Ontario workmen has been awarded 
to Anglin-Norcross Ltd. Work on the 14-building centre 
has begun. Completion is expected in the autumn of 
1957. The building will accommodate 500 patients in 
clinic dormitories of 325 beds and a hospital section of 
175 beds. In 1955 more than 3,400 injured workers were 
treated at the Workmen’s Compensation Board centre 
at Malton. 


Mr. Arthur J. Swanson, formerly superintendent of 
Toronto Western Hospital, has been appointed chairman 
of the Hospital Services Commission of Ontario. 


Dr. René Fontaine was a recent visitor to the Uni- 
versity of Toronto. He is professor of surgery and dean 
of the faculty of medicine at the University of Strasbourg. 
His research from 1922 to 1939 with Dr. René Leriche 
resulted in a great many present-day concepts of diseases 
of the blood vessels. 


During the war Professor Fontaine cared for French 
refugees. He was awarded the Legion of Honour, the 
Croix de Guerre with palm, the Medaille de Résistance 
and rosette. He recently returned from Poland and Yugo- 
slavia where he studied surgical practice behind the 
iron curtain. In Toronto he lectured on experience with 
the surgical management of obliterative arterial diseases. 


Dr. Walter H. Johnson, a physiologist with the De- 
fence Research Board medical laboratories at Downs- 
view, was presented with the Amold D. Tuttle Memorial 
Award at a recent meeting in Chicago of the Aero- 
Medical Association. He is the first Canadian to win the 
award, which includes a $500 cash prize. Dr. Johnson 
has done research for the last six years on motion sickness, 
disorientation during flight and an air-age condition 
known as zero gravity flight. 


Dr. Stuart D. Gordon has been named a trustee of the 
American Association of Plastic Surgeons. 


Dr. P. E. Ireland, head of the Department of Oto- 
laryngology, University of Toronto, has been elected 
suaident of the American Laryngological, Rhinological 
and Otological Society. Dr. Joseph A. Sullivan was 
elected vice-president and chairman of the eastern 
section. 


Dr. D. O. Lynch, formerly superintendent of the 
Ontario Hospital, Toronto, has succeeded Dr. Donald R. 
Fletcher at the Ontario Hospital, Whitby. Dr. Fletcher 
was with the Ontario mental health service for 36 years. 


The Ontario Division of the Canadian Cancer poem d 
spent $125,185 for the provision of cancer patient hostels 
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in 1955. The hostels, built close to cancer treatment 
centres in Toronto and Hamilton, provide boarding 
facilities for out-of-town patients. 


Miss Mary Martin, supervisor of physiotherapists for 
the Ontario Division of the Canadian Arthritis and 
Rheumatism Society, addressed the World Conference 
for Physical Therapy, held in New York in June. She 
described the home-care program the society has de- 
veloped over the past six years. 

tho of the week-long conference was “Health, a 
Strong Force for World Understanding, the Role of the 
Physiotherapist”. Over 2,000 delegates from all over the 
world attended; among this number were 40 physio- 
therapists from Toronto. 


Toronto General Hospital celebrated the 75th anni- 
versary of its School of Nursing. The graduates 
now number 4,048. It has had seven superintendents of 
nurses. The present director, Miss Mary Macfarland, 
succeeded the late Miss Jean I. Gunn in 1942, 


The American Academy of Pediatrics has named four 
Toronto doctors as Fellows. They are Dr. John Davidson 
Bailey, Dr. Harry W. Bain, Dr. David A. Jordan and Dr. 
J. A. Peter Turner. The Academy has 4,700 Fellows in 


_ the United States, Hawaii, Canada and Latin America. 


The Women’s Auxiliary of the Hospital for Sick 
Children raised $11,000: during the past year. Some of 
the money will be spent as follows: nurses’ bursary, $500; 
special nursing services, $1,500; occupational therapy, 
$100; research department (obscure diseases), $2,500; 
piano $950; special equipment for new research depart- 
ment, $2,000. 

More than 15,000 hours were spent staffing the 12 
services the auxiliary undertakes at the hospital assisting 
the staff doctors at clinics, Lituian A. CHASE 


NOVA SCOTIA 


Dr. C. L. Gass was elected President of the College 
of General Practice of Canada, the national organization 
of family doctors, at the annual convention, held at 
Quebec, in June. His recognition by the college came 
as a signal tribute to a man whose career, spanning 
more than a quarter of a century, has embraced active 
participation in medical, church and educational affairs. 
A graduate of Dalhousie and Edinburgh medical schools, 
Dr. Gass founded the well-known medical clinic which 
bears his name at Sackville, N.B. 

He retired in 1952 to return to his native Tatama- 
gouche, but always active and always keenly interested 
in community projects, he did a great deal in the 
establishment of the Red Cross hospital in his native 
town. 


Brigadier J. M. Crawford of Ottawa who was recently 
appointed Director-General of Treatment and Services 
for the Department of Veterans Affairs, paid a four-day 
visit in Halifax in June. During his tour of the Mari- 
times he visited the D.V.A. Hospitals in Newfoundland 
and other Maritime centres. 


Dr. Norman H. Gosse, Halifax surgeon and former 
president of the Canadian Medical Association, received 
the honorary degree of Doctor of Science from Laval 
University during the Quebec meeting of the Canadian 
Medical Association. 


Dr. W. Sidney Gilchrist, M.B.E., M.D., an outstand- 
ing medical missionary, is home on furlough. He 
graduated in medicine from Dalhousie in 1927, and 
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was sent by the United Church of Canada to Por- 
tuguese West Africa in 1930. His untiring work of 
training native helpers has brought healing and peace 
to countless numbers. During the war, Dr. Gilchrist 
served with the North Nova Scotia Highlanders, and 
for conspicuous service in North Africa and Italy was 
named by the King to be a Member of the British 
Empire. 

Since the war, he has been in charge of the Dondi 
Hospital in West Africa, and his extensive program of 
village health and sanitation in that area has aided 
thousands. 


Dr. John Merritt, prominent Halifax surgeon, has been 
named a Fellow of the Senate of Saint Mary’s Univer- 
sity by the Chancellor of the University, the Most 
Reverend Gerald Berry, D.D. 


Dr. Merritt was born in Springhill, Nova Scotia, 
where he received his early education. He is a graduate 
of Dalhousie University. Dr. Merritt is active in educa- 
tional and cultural societies. He is vice-chairman of the 
Halifax Board of School Commissioners, a member of 
the Board of Governors of the Maritime Conservatory 
of Music, Director of the Canadian Ballet Festival Asso- 
ciation and Patron of the National Ballet of Canada. 


Dr. N. G. B. MacLetchie, Ch.B., M.D., former Pro- 
fessor of Pathology, Dalhousie University, and Provincial 
Pathologist, has left Halifax. We had learned to appre- 
ciate his professional qualifications during the six years he 
spent with us. We shall greatly miss his learned discus- 
sions and dry humour at our local meetings. 

Before his departure, a large group of his medical 
friends, with their wives, gathered at the home of Dr. 
and Mrs. William Colwell to say goodbye. An address 
of appreciation was read by Dr. Harry O’Brien, and the 
MacLetchie’s were then presented with a large silver 
tray, suitably inscribed. Dr. MacLetchie expressed his 
thanks in his usual good manner. W. K. House 





BOOK REVIEWS 


SURGICAL DIAGNOSIS. Philip Thorek, Professor of 
Surgery, Cook County Graduate School of Medicine, 
Illinois. With Drawings by Carl T. Linden, Assistant 
Professor of Medical Illustration, University of Illinois 
College of Medicine. 320 pp. Illust. J. B. Lippincott 
Company, Philadelphia and Montreal, 1956. $12.00. 


This book is of value in stressing the importance of 
clinical common sense diagnosis in surgery. While paying 
due acknowledgment to laboratory aids, the author points 
out the importance of a well-taken history, a careful 
evaluation of symptoms, and a properly conducted 
physical examination. The excellent illustrations, by Carl 
Linden, greatly enhance the value of the book. The 
chapter on liver, gallbladder, and bile ducts is especially 
well done, and the relative findings in prehepatic, intra- 
hepatic, and posthepatic jaundice are clearly and 
graphically presented. 


The text covers a wide general surgical field, and in- 
cludes the diagnosis of certain gynzcological conditions, 
while omitting fractures and orthopedics. 


No modern textbook can hope to cover the whole 
field of. surgical diagnosis and yet restrict its size and 
cost to reasonable proportions. The author has managed 
to include in his mk a great amount of valuable in- 
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formation, and has wisely avoided wasting space and 
words on diagnostic minutiz. It is to be hoped that, in 
any future edition, more than one paragraph will be 
accorded the surgical diagnosis of peripheral arterial dis- 
ease, and such conditions as aortic aneurysm and aortic 
thrombosis, which latter received no mention. 

The production of this book is of the same high 
mando one has come to expect from the J. B. Lippin- 
cott Company, and the book can be highly recommended 
to undergraduate and postgraduate students. 


PHYSIOLOGY AND PATHOLOGY OF INFANT NU- 
TRITION. L. F. Meyer, Director Emeritus of the 
Children’s Department of Municipal Hospital “Hadas- 
sah”, Tel Aviv, Israel, and E. Nassau, Chief, Chil- 
dren’s Department, Central Hospital of the Workers 
Sick Fund, Afulah, Israel. Translated by K. Glaser 
and S. Glaser. 2nd ed., revised. 533 pp. Illust. Charles 
C Thomas, Springfield, Ill.; The Ryerson Press, Tor- 
onto, 1955. $12.75. 


This book, which is written mainly as a guide for the 
practising physician and for the student, covers in the 
first part the physiology of infant nutrition, and reviews 
normal development, digestion, excretion, and breast and 
artificial feeding in considerable detail. The second part on 
the pathology of infant nutrition discusses various nutri- 
tional syndromes due to vomiting, diarrhoea, avitaminosis, 
hypervitaminosis, anzmias, nutritional disturbances 
caused by infections, constipation and nutritional disturb- 
ances, particularly in the breast-fed infant. There is also 
a section on constitution and nutrition which includes 
such subjects as allergic reactions, including infantile 
eczema. Although these subjects are covered in con- 
siderable detail, the book has several drawbacks. First 
of all it is rather difficult to read, possibly because it 
is a translation into English. Secondly, many of the 
clinical conditions which are discussed are not de- 
scribed as they are seen on this continent. For example, 
it is stated that allergic eczema rarely develops, if at 
all, before the fourth month of life, which is certainly 
not what the practitioner sees in Canada or the United 
States. Thirdly, much of the terminology used would 
be difficult for the practitioner on this continent. For 
example it is stated that scurvy is characterized by three 
symptoms: angiodystrophy, dystrophy and_ dysergia. 
Although the book has definite merit, for these three 
reasons the general practitioner or student making a 
study of this subject on this continent would be better 
advised to resort to one of the well-known pediatric 
textbooks. 


ACTA RADIOLOGICA SUPPLEMENTUM 129: HIA- 
TUS HERNIA IN CHILDREN. A Radiologic-Clinical 
Study Comprising 58 Cases. G. Thomsen, formerly of 
the Clinic of Radiology, Rigshospitalet, University 
Hospital, Copenhagen. 200 pp. Illust. Danish Science 
Press Ltd., Copenhagen; Acta Radiologica, Stockholm, 
1955. Sw. Kr. 25. 


This monograph is an account of hiatus hernia as ob- 
served in 58 children, at the University Hospital, Copen- 
hagen, over the years 1922-54. All the children were 
under the age of 16 years and the majority under the 
age of two years. The clinical picture, etiology and treat- 
ment are discussed very fully and special emphasis is 
placed on the radiological aspects of diagnosis. The 
author classifies hiatus hernia into two main groups, the 
paracesophageal type, and the sliding type, which may 
or may not be associated with cesophageal changes. The 
true congenital short cesophagus as described by Barrett 
is, the author maintains, very rare and cannot be 
distinguished radiologically from the sliding type of 
hernia associated with a_ shortened an brosed 
cesophagus; such a differentiation can only be made on 
direct inspection of the mucous membrane. The symp- 
toms and signs of hiatus hernia as demonstrated in the 
author’s own 58 cases are evaluated, and an excellent 
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estimate of the effects of various types of therapy is 
given. It is instructive to note that in all the cases of 
hernia of the sliding type, no oesophageal changes were 
found in patients under the age of two years; as it is the 
cesophageal change that is the great complication in the 
successtul treatment of these cases, the importance of 
early diagnosis is obvious. 

The monograph does not contribute any new ideas 
regarding the problem of hiatus hernia in children but 
it does correlate and evaluate the various views that 
have been expressed over the years; the author’s own 
views are balanced and based on sound observation and 
logical thinking. The monograph is well-written and the 
numerous radiographs illustrate the various points 
satisfactorily. 

Though the monograph is concerned with the prob- 
lem of hiatus hernia in children, much of the subject 
matter is applicable to the problem in adults. The 
chapter on the criteria for radiological demonstration of 
hiatal hernia is alone well worth the price of the mono- 
graph, and stresses the fact that the proof of the hernia 
lies in its retrograde filling from the stomach—a point 
that has been forgotten by some of the authors of more 
recent articles on the subject. 

Many radiologists will learn much from this mono- 
graph, and it will be appreciated equally by pediatricians 
and surgeons who have to deal with this condition. 


THE ROLE OF ALG AND PLANKTON IN MEDI- 
CINE. M. Schwimmer, Clinical Assistant in Medicine, 
The New York Medical College, Metropolitan Medical 
Center, and D. Schwimmer, Assistant Professor of 
Medicine, The New York Medical College, Metro- 
politan Medical Center, New York. 85 pp. Grune and 
Stratton Inc., New York, 1955. $3.75. 


This small book of 65 pages makes somewhat unusual 
but nonetheless informative medical reading. It contains 
about everything relevant to the subject from classifica- 
tion to nutritional aspect, intoxication and a bibliography 
with 312 references. This book might well become ob- 
ligatory reading in the future, when the ever-increasing 
population of this planet will have to turn to alge as its 
main food source of protein. 


OUTLINE OF ORTHOPAEDICS. J. C. Adams, Con- 
sultant Orthopedic Surgeon, St. Mary’s Hospital, 
London, England. 423 pp. Illust. E. & S. Livingstone 
Ltd., Edinburgh and London; The Macmillan Com- 
pany of Canada Ltd., 1956. $5.50. 


The author of this concise book is one of the leading 
orthopzedic surgeons in England today, and has an 
excellent reputation as a clinical teacher. This book is 
actually an outline of orthopedics rather than a reference 
book, and as such it meets a very real need. It is the 
author’s aim to provide a lucid presentation of present- 
day orthopzedic knowledge in compact form for final- 
year medical students, the general practitioner, the 
physiotherapist and the orthopzdic nurse. 

In the introduction, the author alludes to the historical 
background of orthopedics and its emergence as a 
distinct specialty. The first chapter is devoted to an out- 
line of clinical methods including the history and physical 
examination of orthopzedic patients. This chapter is of 
particular value to the undergraduate student as well 
as to the postgraduate student. It also deals in a broad 
way with the various types of orthopedic treatment, 
non-operative as well as operative. The second chapter 
consists of a general survey of orthopzedic disorders and 
is well organized under the classification of deformities, 
affections of joints, affections of bone, affections of soft 
tissues and neurological disorders. This chapter consti- 
tutes roughly one-quarter of the 41l-page book. A 
discussion of fractures has been excluded from this work 
intentionally, and apparently is to be considered in a 
companion volume. 

The ensuing eight chapters deal with orthopzdic con- 
ditions on a regional basis, and each chapter contains 
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an extremely useful preliminary section outlining special 
methods of clinical examination for the particular region 
under discussion. In keeping with the purpose of the 
book, the author has undertaken the difficult task of 
omitting much detail and at the same time including 
essential information. 

John Crawford Adams has achieved his aim exceed- 
ingly well and his lucid book will be a very real help 
to the aforementioned persons for whom it has been 
written. 


ROENTGEN INTERPRETATION OF FRACTURES 
AND DISLOCATIONS. J. Levitin, Chief, Department 
of Radiology, and B. Colloff, Associate Chief, Depart- 
ment of Orthopedic Surgery, Mount Sion Hospital, 
San Francisco, Cal. 265 pp. Illust. Charles C Thomas, 
— Ill.; The Ryerson Press, Toronto, 1956. 

50. 


This monograph is written for the radiologist to assist 
him in ainaneiice the problems of the orthopedist 
and general practitioner in dealing with fractures and 
dislocations. It is highly recommended. Each type of 
injury is dealt with in a refreshingly succinct manner 
and illustrated by clear and simple drawings. This 
volume should be required reading for all radiological 
residents, and most radiologists would find it of great 
interest and of great practical value. 


SUBACUTE BACTERIAL ENDOCARDITIS. A. Kerr, 
Jr., Assistant Professor of Medicine, Louisiana State 
University School of Medicine, New Orleans. 343 pp. 
Illust. American Lecture Series. Charles C Thomas, 
rr Ill.; The Ryerson Press, Toronto, 1955. 


This monograph is designed to “document our informa- 
tion about subacute bacterial endocarditis”. It opens with 
an interesting summary of the history of our increasing 
knowledge of the disease over the past 400 years. More 
than 100 pages are devoted to a detailed description of 
the clinical aspects of the disease. A short section on 
pathogenesis follows and the rest of the monograph is 
made up of a comprehensive discussion of the treatment, 
with particular attention, of course, to the antibiotics. 
Throughout, repeated reference is made to the literature, 
which has been extensively surveyed. The clinical and 
practical approach to the disease is everywhere empha- 
sized. This publication will be of great interest to the 
internist and the cardiologist as well as to the alert 
general practitioner. It fills a long-felt need and can be 
highly recommended. 


A MOLECULAR CONCEPTION OF ORGANISMS 
AND NEOPLASMS. A Theory That Any Organism 
is Basically a Single Chemical Molecule. T. L. Cleave, 
Surgeon Captain, Royal Navy. 3rd ed. 27 pp. John 
Wright & Sons Ltd., Bristol; The Macmillan Company 
of Canada Limited, Toronto, 1955. $1.10. 


This small treatise was originally published in 1932. It 
presents the author’s theory that il annie are simply 
vast chemical molecules. Tumour formation depends on 
the development of chemical instability and the breaking 
down of the molecule so that a different type of molecule 
develops from it. Two factors which work toward this 
situation are (a) the aging process and (b) the un- 
natural conditions associated with a civilized state. 

According to the author this molecular theory also 
provides a ready explanation for embryonic development, 
animal heat, movement, pleasure and pain, and the work- 
ing of the mind. 

In conclusion he suggests that the strength of the 
molecular theory lies in its simplicity, which leaves the 
reader faced with the obvious thought that perhaps it 
is too simple. 


(Continued on page 334) 
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FOOD HYGIENE. Fourth Report of the Expert Com- 
mittee on Environmental Sanitation. WHO Technical 
Report Series No. 104. 28 pp. World Health Organi- 
zation, Palais des Nations, Geneva, 1956. $.30. 


The WHO Expert Committee on Environmental Sanita- 
tion devoted its fourth session to the subject of food 
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Nations, “a paid worker in a particular technical field 
with less than full professional qualifications in that field, 
who assists and is supervised by a professional worker”. 
The Committee listed again the following basic health 
services: (1) maternal and child health; (2) com- 
municable disease control; (3) environmental sanitation; 
(4) maintenance of records for statistical purposes; (5) 





hygiene. It is clear that a vast amount of ill-health and health education of the public; (6) public health nurs- b 
human suffering is directly attributable to the consump- ing; (7) medical care. They then discussed the classifi- 
tion of infected or contaminated food, but owing to the cation of auxiliary workers and the functions of auxiliaries ¥ 
ne a a a Saeaee iee od oe peoiaines, dental surgeons, nurses, midwives, public tic 
nations can be set in ygiene p . The t : : : inarians, 
Committee recommended that prime consideration be aed Eeeees sees ee E 
given to establishing simple and effective programs for administrators. A special part of the Commitiece report : 
the supervision at all stages of foods most commonly deals with the training of auxiliary personnel. The Com- af 
7 . en eae my ——— mittee considered the type of auxiliary to be trained, m 
ed n ed ucts, eggs, < ; the t i i instituti 
including shellfish. The Committee also stressed the need saa pe hn o Be aie "ee idan: af ean Z 
for education of the public, of persons engaged in the teaching methods, length of training and curriculum - 
a war and of health de — 7 d ae content M 
It defined the various terms in the field of fo ygiene The 5 volationsdias 7. a 
; pane : : ? p of auxiliary personnel to fully 
— | pean yi oe “i eo ge ee It qualified workers and their general utilization were dis- be 
noted im passing the potentia’ lazards trom toxic residues —_—_ cussed in detail. Some reference was also made to unpaid in 
which a treatment with pesticides may leave in the volantery wedbeus tn ten Hell ak en 
food to which it has been applied. It felt that studies Th c ittee finall it ee thet § les 
at present undertaken in various countries should be co- th fo aa ri ay Gave abl . ae om Oe pi 
ordinated at an international level. A study group on -se aca oo aii or y - go Fig mage CO 
toxicology will be formed by WHO this year, and it tions >t on - 7 as “ ieee a Ith . a f 
is recommended that this group consider the use of aaa at ae Se ae a - o 
toxic chemicals on agricultural products. The Committee a were to 
then examined in detail the principles applicable to the ur 
control of various foods commonly known to have CHARLES DICKENS AND HIS FAMILY. A Sympa- no 
carried disease. Possible dangers in production methods thetic Study. W. H. Bowen. 182 pp. Privately printed te 
were discussed, as well as dangers in processing pro- by W. Heffer & Sons Ltd., Cambridge, England. ” 
cedures, storage, delivery and display of food and the : : er 
contamination of foods during serving. Commercial and The ardour of the devoted Dickensians does not tal 
communal feeding presented the most important food diminish with the passage of time and those who have inl 
hygiene problems, because of the number of potential come under the spell of that fascinating personality will re 
ee Some general cnmnnats are ae o> — - — wish = on np little ee to he 
ygiene programs in areas at different stages of develop- their library. The work consists of a series of essays in 
ment, and on technical and administrative procedures which Dr. Bowen outlines the lives of Dickens’s rela- tel 
for improving conditions. Finally the role of the World tives, his forebears and descendants, and discusses some ap 
Health Organization in food hygiene was outlined. critical episodes in the author’s life such as the blackin a 
warehouse episode and the courtship of Maria Beadnell. de 
- EXPERT COMMITTEE ON PROFESSIONAL AND nena - those who have already ee res a 
TECHNICAL EDUCATION OF MEDICAL AND a ens —. an a a ee with the in 
AUXILIARY PERSONNEL. Third Report. WHO = erature. ee aie ante nate ectra enone tract mi 
Technical Report Series No. 109. 19 pp. World Health 4 vite. b . h ay his ro ee no se gion oF be 
Organization, Palais des Nations, Geneva, 1956. $.30. is wite, but that this had already existed tor some years. of 
. — a — be a re in the Rag 
The Expert Committee on Professional and Technical on the medical history of Charles Dickens. In this, Dr. en 
Education of Medical and Auxiliary Personnel, called Bowen is at great pains to discredit the story that over- th 
together by the World Health Organization to examine work and the strain of the reading tours killed Dickens. re; 
problems of aang health — held a meeting in It is clear —_ he seen on aot colic a. his os 
Geneva October 24-29, 1955. e Chairman was Dr. youth up, and it is suggested that chronic renal disease : 
T. C. Routley, then President of the Canadian Medical was responsible for the secondary vascular changes In 
Association, and other Expert Committee members came which culminated in the cerebrovascular accident 25 
from Formosa, Burma, Rhodesia, Italy and French West terminating Dickens’s life. In addition the author wh 
Africa. The type of worker studied by this Committee suffered from gout and fistula in ano, the latter how- 6 
was the auxiliary worker as defined by the United ever being cured by an American surgeon. 
W 
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Continued from page 316) 
MsLARIA ERADICATION 


Two meetings have recently 
been held in Athens, Greece, at 
whic! strategy for a total eradica- 
tion of malaria throughout the 


worl was discussed. The WHO 
Expe Committee on Malaria 
afirr cd quite positively — that 
mala: a eradication from the world 
was ‘easible and that its enormous 
econ nic and social advantages 
madc it the only rational policy to 
adop' Sums of money required to 
banis malaria from the earth with- 
in a ‘efinite time would be much 
less han the cost of continued 
piece neal campaigns in various 


coun'sies. The growing resistance 
of the mosquito carriers of malaria 
B to insecticides like DDT renders 
urger.t a worldwide campaign. It is 
now held possible to describe a 
stanciard procedure which, if prop- 
erly applied, will lead with cer- 
tainty to eradication. Spraying 
interior walls of houses with long- 
| lasting residual insecticides should 
be carried out intensively and ex- 
tensively until malaria no longer 
appears. Then the hidden pockets 
of infection must be sought out and 
destroyed until all possibility of re- 
infecting the population is re- 
moved. At this stage, spraying must 
be stopped to avoid development 
of resistance in mosquitos and to 
enable medical staff to ascertain 
that transmission of the disease has 
really been stopped. It is worth 
noting that in spite of the decline 
in malaria, there are _ still 
250,090,000 persons in the world 
who suffer attacks in any given 
year, and about 214 million deaths 
each year from the disease. 

Just before the meeting of the 
WH® Expert Committee there was 
amc oting of 50 malariologists in 
Athens, at which the remarkable 
achievements in reducing malaria 
incid-nce were described. In south- 
em ‘urope, before the introduc- 
tion .f DDT spraying at the end of 
Wor'1 War II, there were four 
milli‘n cases of malaria a year. The 
gur:: is now estimated at less than 
10,009. It was reported from Lon- 
don, England, that experiments at 
the Loss Institute of Tropical Hy- 
gienc had shown that resistance in 
mosquitoes to DDT and similar 

ugs is inherited according to 
Mencelian laws, opening up new 
lines of study of the problem. 


ME! YIICAL NEWS in brief AMERICAN RHINOLOGIC 


SOCIETY 


The American Rhinologic So- 
ciety will hold its annual meeting in 
Chicago, October 9-13. The first 
evening will be devoted to a bus- 
iness session. A series of surgical 
demonstrations and seminars will 
be presented in the Illinois Masonic 
Hospital from 8 a.m. to 10 p.m. on 
the three following days. These 
will cover many phases of rhinol- 
ogy and will be conducted under 
the direction of Dr. Maurice H. 
Cottle, professor and chairman of 
the department of otolaryngology, 
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Chicago Medical School. The an- 
nual scientific program will be pre- 
sented in the Palmer House on the 
closing day. This will include a 
morning symposium on “Expanding 
Horizons in Rhinology”, with the 
following participants: Dr. Charles 
J. Petrillo, Yale University School 
of Medicine, New Haven (Anat- 
omy); Dr. Newton D. Fischer, 
University of North Carolina 
School of Medicine, Chapel Hill 
(Physiology); Dr. Harold S. Ulve- 
stad, University of Minnesota 
Medical School, Minneapolis (Sur- 
gery); Dr. French K. Hansel, 


(Continued on page 40) 
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MEDICAL NEWS in brief 
(Contnued from page 39) 


Washington University College of 
Medicine, St. Louis (Allergy). Guest 
speakers on the afternoon program 
will be: Dr. Roy R. Grinker, direc- 
tor of the Institute for Psychoso- 
matic and Psychiatric Research, 
Michael Reese Hospital, Chicago, 
“The Psychosomatic Approach to 
Rhinological Problems’; Dr. Con- 
rad Pirani, professor of pathology, 
University of Illinois College of 
Medicine, Chicago, “The Connec- 
tive Tissue in Wound Healing’; 
Hubert R. Catchpole, Ph.D., re- 
search associate professor of 
pathology, University of Illinois 
College of Medicine, Chicago, 
“Newer Ideas on the Significance 
of Ground Substance of Connective 
Tissue.” 

The profession is welcome to 
attend the scientific session as 
guests of a member of the Society. 
There is no registration fee. 

Further information may be had 
by writing to Mrs. Mabel Camp- 
bell, corresponding secretary, 834 
Wellington Avenue, Chicago 14, 
Illinois. 


AZAPETINE IN 
PERIPHERAL ARTERIAL 
DISEASE 


At the Roper Hospital, Charles- 
ton, South Carolina (J.A.M.A., 161: 
840, 1956), a new drug, azapetine 
(Ilidar), a dibenzapetine derivative, 
was tried in therapy of 52 patients 
with peripheral arterial disease— 
thromboangiitis obliterans, arterio- 
sclerosis and diabetes, Raynaud’s 
disease, embolism, etc. Some pa- 
tients received 75 mg. of azapetine 
orally daily; some had 100 mg. by 
mouth; some again received the 
drug in dcses of 1 mg. per kg. 
bodyweight intravenously in 250 
c.c. of saline over a 30-minute 
period as a trial, and if they re- 
sponded were given oral dosage 
later; a fourth group received the 
drug only intravenously. 

In 10 out of 11 cases of vaso- 
spastic types of peripheral vascular 
disease, a good result was obtained 
with azapetine, as shown by raised 
temperature of limbs, return of 
pulsation, and relief of pain. 
Eighteen out of 30 patients with 
arteriosclerosis obliterans gave a 
good clinical response to azapetine 
therapy. Intravenous injection is 
recommended in treating new cases 
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as a means of testing the patient’; 
likelihood of benefiting by ora! ad. 
ministration of the drug. 


FEDERAL HEALTH GRANTS 
FOR SMALL HOSPITALS 


Further extension of local h»alth 
facilities in four provinces wi'l be 
assisted by National Health g-ants 
totalling nearly $155,000, an: in- 
cluding $30,050 for new bui ding 
at O'Leary, P.E.I., for a community 
hospital to include 27 active treat- 
ment beds; more than $34,000 for 
additions and alterations tc in- 
crease accommodation by 26 ative 
treatment beds and new nurses 
quarters of 9 beds at the |.ady 
Minto Hospital, Chapleau, Ont; 
$75,000 for Bethany Chronic Hos- 
pital, operated by the Evangelical 
Lutheran Church of Canada at 
Camrose, Alta., where provision 
will be made to accommodate 50 
chronically ill people, and $15,000 
for a new health centre at Last 
Penticton, B.C. 


FRENQUEL IN 
PSYCHIATRY 


Bouchard and his colleagues 
from the St. Michael Archangel 
Hospital, Quebec (Laval méd., 21: 
765, 1956), give a preliminary re- 
port on the use of Frenquel (4- 
piperidyl) in the treatment of 79 
patients mostly with acute or 
chronic psychoses, over a period of 
about six months. They found that 
the preparation was remarkably 
well tolerated and could be used in 
large doses and in association with 
other drugs without any incon- 
venience. The exact indications 
have not yet been worked ou’; if 
symptoms have not been altered 
within ten days it is the authors 
impression that the treatment will 
prove useless. The preparation is 
anti-hallucinogenic in acute .nd 
chronic psychoses, and results are 
difficult to predict because of our 
lack of information on the mecl:an- 
isms of hallucinations. The pre:ent 
authors used the drug in chrenic 
psychoses (schizophrenics and pa 
tients with chronic hallucinatory 
psychoses), acute psychoses and 4 
number of other conditions such as 
neuroses and post-traumatic con- 


(Continued on page 43) 
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MEDICAL NEWS in brief 
(Continued from page 40) 


ditions. Dosage was usually about 
40 mg. by mouth three times a day. 


ERRORS IN MEDICAL 
Tl; CHNIQUE 


In an excellent article in the 
Man 'toba Medical Review (86: 359, 
1956’, Dr. Allison warns physi- 
cian: about the possibilities of error 
in some well-known investigative 
proc-dures. He particularly empha- 
sizes the little-known fact that a 
Que kenstedt phenomenon is pro- 
duced in patients by flexing the 
neck. The cerebrospinal fluid pres- 
sure may be raised by an average 
of 5‘) mm. by flexing the neck, and 
it is therefore important before 
taking a basal pressure reading to 
have the patient relaxed and to 
straighten his neck. 


1956 NUTRITION 
PHOTOGRAPH CONTEST 


The Nutrition Division of the 
Department of National Health 
and Welfare, Ottawa, has an- 
nounced its 1956 Nutrition Photo- 


graph Contest. The subject matter | 


must depict some phase of nutrition 
work in Canada, including nutri- 
tion research, education, or a direct 
nutrition service aimed at im- 
proving the health of Canadians. 
The contest is open to all Canadian 
citizens, with the exception of pro- 
fessional photographers and em- 
ployees of the Nutrition Division, 
and any number of black-and-white 
glossy prints may be submitted by 
an entrant. There is no entry: fee. 
The prizes will be cash awards, the 
firs: of $100, the second of $50, and 
the third of $25. In addition, ten 
prizes of $25 each will go to the 
best entry, not a prize winner, from 
each province. The contest closes 
November 30, 1956. Copies of the 
tule; may be obtained from: Con- 
test Editor, Nutrition Division, De- 
par'ment of National Health and 
Weifare, Jackson Bldg., Ottawa, 
Canada. 


PRIZE FOR DR. 
FAPANICOLAOU 


On July 14, the College of Physi- 
cians of Philadelphia awarded the 
Alvarenga Prize for 1956 to George 





N. Papanicolaou, M.D., Director of 
the Papanicoloau Research Lab- 
oratory of Cornell University Medi- 
cal College, for his outstanding 
work in the early detection of can- 
cer. The Alvarenga Prize was 
established by the Will of Pedro 
Francisco DaCosta Alvarenga of 
Lisbon, Portugal, an Associate Fel- 
low of the College of Physicians of 
Philadelphia, to be awarded by the 
College of Physicians on the anni- 
versary of the death of the testator, 
July 14, 1883. 


WESTERN CONFERENCE 
OF PREPAID MEDICAL 
CARE PLANS 


Sun Valley, Idaho, will be the 
site of the 1956 annual meeting of 
the Western Conference of Prepaid 
Medical Care Plans, October 10-14. 
“Are We Meeting the Challenge?” 
is the theme around which the con- 
ference proceedings will revolve. 
“We want to evaluate the work 
now being done by Blue Shield and 
the medical service bureaus and de- 


(Continued on page 44) 
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cide what we must do in the future 
to keep pace with modern medical 
advances by bringing more com- 
plete medical care to the public on 
a prepaid basis,” the chairman of 
the Conference Committee said. 

Speakers who have already ac- 
cepted invitations to address the 
conference sessions include Mr. 
John A. Boyle, general manager of 
Windsor Medical Services, Inc., 
Windsor, Ontario. 





FROM CROSS-INFECTION 
Be Safe — Be Sure 


Only in an autoclave can 
you achieve complete 
sterilization of unwrapped 
instruments in 3 minutes 

at 270°F (27 Ibs.) or 10 
minutes at 250°F (15 Ibs.). 


These high speed Pelton 
models are self-contained and 
easy to operate, assuring certain 


accommodated with complete 
safety. Call or write today for 
literature on Pelton autoclaves. 


+“The Management of Viral 


General Practice, June 1955 











HEPATITIS...n your office? 


It has been estimated that up to 6 per 
cent of the population may be carriers 
of virus B (serum hepatitis). 
YOUR PATIENTS ARE ENTITLED 
TO COMPLETE PROTECTION 


AUTOCLAVE 


destruction of bacteria. Instruments, 
gloves, fabrics and solutions can be 


*Now in 2nd place on U. S. Public Health 
Service List of Selected Notifiable Diseases. 


Hepatitis,’ by Hyman J. Zimmerman, 
M. D., Journal of American Academy of 


Doctor-sponsored plans in Utah, 
Idaho, Montana and Wyoming will 
act as hosts for the conference. 
Other areas served by the Western 
Conference include California, 
Oregon, Washington, Hawaii, Brit- 
ish Columbia, Saskatchewan, Nova 
Scotia and Alberta. The meeting is 
open to all doctors from these 
areas. 

Information from: Western Con- 
ference of Prepaid Medical Care 
Plans, 2414 East First South, Salt 
Lake City, Utah. 
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THYROID CANCER AND 
IRRADIATION 


In 1955 Clark suggested that 
there was an association between 
the increased incidence of carcin- 
oma of the thyroid in children and 
their previous exposure to x-rays 
for treatment of benign lesions in 
the head and neck area. Uhlmann 
of Chicago (J. A. M. A., 161: 504, 
1956), now brings evidence to re- 
fute this charge. He measured the 
dose of x-ray reaching the skin 
above the thyroid over a period of 
two weeks during which the patient 
received the customary x-ray treat- 
ment for benign hyperplasia of 
lymphoid tissue in the pharynx 
and tonsils. The maximum figure 
obtained was 18 r, which is less 
radiation than reaches the thyroid 
during a chest x-ray. He then 
studied the records of 25 patients 
under the age of 21 who had ap- 
peared for treatment of carcinoma 
of the thyroid, and found that only 
four of these had had _ previous 
x-ray treatment. During the same 
period some 2,500 children had re- 
ceived radiation therapy and a fol- 
low-up of 480 of these yielded no 
instance of thyroid cancer. 


CB 1348 IN HODGKIN’S 
DISEASE AND ALLIED 
DISORDERS 


One of a large series of deriva- 
tives of nitrogen mustard synthe- 
sized at the Chester Beatty Re- 
search Institute, England, is known 
as CB 13848 [p-bis (2-chloroethy]) 
aminophenylbutyric acid]. A group 
from Columbus, Ohio, have inves- 
tigated CB 1348 in the treatment of 
42 patients, among whom 24 had 
Hodgkin’s disease. They obtained 
excellent remissions in six of the 
patients with Hodgkin’s disease, in 
one patient with reticulum-cell sar- 
coma and one patient with mono- 
cytic leukemia. There was also 
marked improvement in nine other 
patients with Hodgkin’s disease. 
The authors conclude that CB 1848 
is a valuable supplement to x-ray 
therapy in selected cases of Hocg- 
kin’s disease. They have found it 
safer as a drug than triethylene 
melamine, and prefer it to nitrogen 
mustard, because it has practicaily 
no side-effects and is less damaging 


(Continued on page 46) 
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antibiotics which are of 
greatest value for 
systemic use. 





a new advance in wound therapy: 


FORMULA: Each gramme contains: 


Neomycin Sulphate 5mg. 
Zinc Bacitracin 250 units. 
1-Cystine 2mg. 
dl-Threonine 1 mg. 
Glycine 10mg. 

PACKS: 15 gramme Sprinkler 


15 gramme Collapsible Tube 


CICATRIN has advantages over existing 
modes of wound therapy for the follow- 
ing reasons:— 


% is bactericidal and bacteriostatic. 


¥% minimizes the risk of the development of 
resistant strains. 

% is effective against most of the pathogens 
including those resistant to penicillin and 
streptomycin. 

% Amino acids are added to stimulate heal- 
ing. 





% is not cyto-toxic. 


cream and powder 
amino acid 
and antibiotic 


% is active in the presence of blood and 
tissue exudates. 


% is non-allergenic. 


CALMIC LIMITED e TERMINAL BUILDING e YORK STREET e TORONTO 


Samples and Literature gladly supplied on request 


CALMIC « the British name for fine pharmaceuticals 


CREWE AND LONDON, ENGLAND o JOHANNESBURG, SOUTH AFRICA e SYDNEY, AUSTRALIA 
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to the hemopoietic system. 
—Bouroncle et al., A.M.A. Arch. 
Int. Med., 97: 703, 1956. 


JAMES PICKER 
FOUNDATION 


The James Picker Foundation has 
announced the award of seven 
grants, three fellowships, and one 
grant for scholar in radiological re- 
search for the coming year. These 
awards, totaling approximately 
$52,000, were made on recom- 
mendation of the Committee on 
Radiology of the U.S. National 
Academy of Sciences—National Re- 
search Council. 

One of the fellowships in radio- 
logical research for the coming 
year goes to Dr. Vincenzo Valen- 
tino for a study of the anatomical, 
angiographic and encephalographic 
aspects of cranio-encephalic mal- 
formations producing clinical and 
pseudo-tumoral changes, under 
the guidance of Dr. Donald Mc- 
Rae at the Montreal Neurological 
Institute, McGill University. 
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PAN-AMERICAN 
ASSOCIATION OF 
OPHTHALMOLOGY 


The Pan-American Association 
of Ophthalmology will hold _ its 
Fourth Interim Congress in New 
York City, April 7-10, 1957, with 
headquarters at the Hotel Statler. 
Local committees have been ap- 
pointed under the presidency of Dr. 
Brittain F. Payne of New York, 
who is President of the Association. 
The Interim Congress will be a 
joint meeting with the National 
Society for the Prevention of Blind- 
ness. The Congress will sit in the 
mornings, while the National So- 
ciety will present programs in the 
afternoons. 


HYPOTHERMIA BY 
INTERNAL COOLING 


The use of hypothermia in sur- 
gery by external cooling of the 
body has several drawbacks: (1) the 
incidence of ventricular fibrillation; 
(2) the need for prolonged pre- 
operative preparation; (3) the pos- 
sibility of over-reaction of the 
organism to the stress of shock of 
surface cold application. Benjamin 
and his colleagues from Marquette 
University, Milwaukee (Science, 
123: 1128, 1956) suggest the alter- 
native of internal cooling by pass- 
ing the circulating blood through 
an external heat exchanger. The 
cooled blood returns to the body 
and acts as a heat-absorbing and 
transferring medium to _ reduce 
body temperatures rapidly. Studies 
on dogs gave very good results. A 
dog could be cooled by _ this 
method from 100° F. to 80° F. in 
20 minutes, without cardiac fibrilla- 
tion, shivering or shock reactions. 


_—_ 


PHYSICAL INACTIVITY IN 
PRODUCTION OF DISEASE 


Kraus and his colleagues from 
the Institute for Physical Medicine 
and Rehabilitation, New York 
University (J. Am. Geriat. Soc., 4: 
463, 1956) would like to start a 
wave of interest in restoring phys- 
ical activity to its proper place in 
a well-balanced life. Their studies 
in the field of therapeutic exercise 
have convinced them that the 
mechanized way of North 
American life has created a “sub- 
strength individual”, who at the 
same time becomes the “super- 
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tense person”. These authors quote 
figures to show that coronary dis- 
ease has a much higher incidence 
in the less physically active mem- 
bers of the community, as do dia- 
betes, certain respiratory diseases 
and mental ill health. Tests for 
minimum muscular fitness  in- 
dicated that American schoolchil- 
dren are greatly inferior to children 
in physically active European com- 
munities in respect to muscle 
strength and _ flexibility. North 
American children are not cnly 
freed from walking to and from 
school and from almost any chore 
requiring major physical exercise, 
but their entertainment is largely 
passive. This means, according to 
the authors, that these children are 
brought up without the benefit of 
the minimum physical activity 
necessary for healthy living. It is 
suggested that the medical profes- 
sion be careful in not over-using 
rest “as a prescription at any stage 
of disease, particularly in the geria- 
tric patient. Therapeutic and gen- 
eral exercises should be commonly 
applied and well understood tools 
in the hands of any practitioner.” 


—_—— 


EMERGENCY SUPPLIES OF 
NOVOBIOCIN AVAILABLE 


Limited supplies of the new 
antibiotic, novobiocin (Albamycin), 
which may be life-saving in infec- 
tions resistant to other antibiotics 
are being made available to physi- 
cians in Canada for the treatment 
of critically ill patients. Special 
emergency supplies of Albamycin 
will be made available to physi- 
cians by the Upjohn Company 
without cost. Physicians desiring 
emergency supplies are asked to 
forward their requests to The Up- 
john Company of Canada, Toronto 
6, Ont. The manufacture and 
world-wide distribution of Alba- 
mycin in necessary quantities will 
require several months. 


WHO REGIONAL OFFICE 
FOR AFRICA 


An agreement has been signed 
between the French Government 
and the World Health Organiza- 
tion concerning the WHO Regional 
Office for Africa in Brazzaville, 
French Equatorial Africa. The 


(Continued on page 48) 
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Office will be located in “Cité du 
D’joué”, some 514 miles from 
Brazzaville, near the junction of the 
Congo and D’joué rivers. The 
French Government is undertaking 
to build administrative offices and 
to provide accommodation for the 


THE OFFICE 
WITHOUT AN 
FLECTROCARDIOGRAPH 


»».iS becoming a rarity 


WHO office and its staff in Brazza- 
ville, and to lease them to the Or- 
ganization for 18 years. In addition, 
the Government will furnish all 
facilities and services to the WHO 
establishments located in the “Cité 
du D’joué, including maintenance 
of roads, and insect control.” 


THE BURDICK CORPORATION 


The modern office includes electrocardiography as 
a fundamental diagnostic service. 


With the Burdick “EK-2”, electrocardiography is a 
simple office procedure. This direct-recorder elim- 
inates inconvenience and provides a high fidelity 
permanent tracing. 


The leads are rapidly changed at the turn of a 
switch and marked automatically on the first three 
leads, with pushbutton marking for the other leads. 
Timing is also automatic. 


Your Burdick dealer will be glad to demonstrate 
how simple it is to take a cardiogram with the 
Burdick unit. A descriptive brochure and the ad- 
dress of the nearest Burdick dealer will be sent on 
request. 


MILTON, WISCONSIN 


Canadian Distributors: 


Fisher & Burpe Limited, Winnipeg, Edmonton, Vancouver, Toronto 
The J. F. Hartz Co., Ltd., Toronto, Montreal 


ville since 1952 and now has a staff | 
of 90 people. It is at work in over 
30 countries and territories south of — 
the Sahara and participates in some — 
100 health projects in this area. The ~ 
WHO Regional Director for Africa ~ 
is Dr. F. J. C. Cambournac. : 


IS REST IN BED REALLY 
NECESSARY FOR MOST 
PATIENTS WITH 
PULMONARY 
TUBERCULOSIS? 


Tyrrell of Glasgow (Lancet, 1: ~ 
821, 1956) has made a preliminary — 
attempt to answer this question by 
studying 141 newly diagnosed ~ 
cases, of whom alternate patients — 
were admitted to hospital within — 
two weeks of diagnosis, or treated — 
as ambulant outpatients. Both — 
groups were given the same 
chemotherapy and were subjected ~ 
to a standard assessment. This as- 
sessment included E.S.R., sputum — 
conversion, cavity closure, and — 
over-all roentgenographic improve- — 
ment. As judged by these criteria, 
after three months the 70 ambulant — 
outpatients had fared just as well | 
as the 71 patients on strict bed rest — 
in hospital. After six months the ~ 
only difference between the two — 
groups was that cavities had more ~ 
commonly closed in patients on | 
strict bed rest than in ambulant — 
patients. Tyrrell suggests that if his ~ 
findings are later confirmed, those ~ 
patients who have ceased to ex- | 
crete tubercle bacilli might be al- 7 
lowed to resume their everyday © 
occupations much earlier than is & 
now generally thought desirable. — 
They might also be given con- ~ 
siderably more physical freedom ~ 
than is now the custom. 


—_—— 


CARCINOMA AND 
ULCERATIVE COLITIS 


Although carcinoma of the colon ~ 
or rectum associated with chronic ~ 
ulcerative colitis is rare in general © 
hospitals, it is not too uncommon = 
in hospitals with special units for ~ 
treatment of colitis. Thorlakson of © 
London, England (Surg., Gynec. & ~ 
Obst., 103: 41, 1956) records 12 © 
cases of carcinoma of the colon and © 
rectum found during the course of ~ 


(Continued on page 50) 
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of spasm and irritability. 
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same durations of action 


contains, per tablet or 5 cc.: 

Butisol® Sodium, 10 mg.—the ‘“‘daytime 
sedative” with little risk of accumulation! or 
development of tolerance frequently associated 
with the long-acting barbiturates such as 
phenobarbital.” 

natural belladonna, 15 mg.—more effective 
than the synthetic alkaloids. 

Butibel tablets... elixir 


1. Maynert, E.W. and Losin, L.: J. Pharmacol. & Exper. 
Therap. 115:275-282 (Nov.) 1955. 

2. Butler, T.C. et al.: J. Pharmacol. & Exper. Therap. //1: 
425 (Aug.) 1954. 
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182 consecutive colectomies for 
ulcerative colitis performed at St. 
Mark’s Hospital between 1949 and 
1955. In eight cases malignancy 
had been diagnosed clinically, 
radiologically or by positive biopsy 
before operation. The present 
author confirms earlier views that 
malignant disease is likelier to 
occur in ulcerative colitis of long- 
standing; the average duration of 
colitis in these cases was 17 years. 
He also confirms that malignancy 
tends to occur at least 10 to 15 


IN DIABETES... 


against vascular complications 





years earlier than in the general 
population. In some cases, multiple 
carcinomas were found, the distri- 
bution in general being no different 
from that of carcinoma of colon or 
rectum uncomplicated by colitis. 
The view that these carcinomata 
are highly malignant with early 
lymphatic spread was not con- 
firmed in the present series. It is 
clear that the policy of earlier 
colectomy for ulcerative colitis 
adopted in recent years will im- 
prove the prognosis in these cases. 
Stricture in an area afflicted by 
colitis may prove to be the first 
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sign of malignant change. The 
author also stresses that malignant 
change may appear at a time when 
the ulcerative colitis seems to be 
improving. 


RESEARCH TOOL 
IN PARKINSONISM 


A possible research tool in the 
treatment of Parkinsonism has een 
discovered in the drug Tremorine, 
which is 1,4-dipyrrolidino-2-butyne, 
This drug produces a_profcund 
tremor of the head and limbs !ast- 
ing for more than one hour in 
animals. The animals also. move 
slowly, show rigidity and are less 
active. Pemencnaeleetic stimula- 
tion is marked, as shown by pro- 
fuse salivation, myosis, diarr'icea 
and bradycardia. This drug should 
be a useful aid in testing out anti- 
Parkinsonism drugs. It has been 
shown that such drugs as atropine, 
scopolamine and other anti-Park- 
insonism agents control the tremor 
and the cholinergic effects of Tre- 


morine completely.—Science, 124: 
79, 1956. 


AMERICAN 
DERMATOLOGICAL 
ASSOCIATION 


The American Dermatological 
Association is offering a series of 
awards for the best essays on un- 
published original work on some 
fundamental aspect of dermatology 
of syphilology. Cash awards will be 

resented as follows: $500, $400, 
300 and $200 for first, second, 
third and fourth places respectively. 
Manuscripts must be submitted 
before November 15, 1956. Com- 
petition is not limited to physicians, 
but is open to scientists in general. 
The awards will be made by the 
Research Aid Committee of the 
American Dermatological Associa- 
tion on the basis of the following: 
(1) originality of ideas; (2) potential 
importance of work; (3) experi- 
mental methods and use of controls; 
(4) evalution of results; (5) clarity 
of presentation. The contest is ex- 
pected to be an annual one and the 
winning candidate may be invited 
to present his paper before the 
annual meeting of the American 
Dermatological Association. Further 
information may be obtained from 
Dr. J. Lamar Calloway, Secretary, 
American Dermatological Associa- 
tion, Duke Hospital, Durham, 
North Carolina, U.S.A. 
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TRANSACTIONS 


of the 


EIGHTY-NINTH ANNUAL MEETING 


of 


The Canadian Medical Association 
HELD IN QUEBEC JUNE 11 - 15, 1956 


Tue Ercutry-NintH ANNUAL MEETING of The Canadian Medical Association was held conjointly 
with the Eighteenth Annual Meeting of the Quebec Division in Quebec, June 11-15, 1956. Con- 
vention headquarters was the Chateau Frontenac but all scientific sessions and exhibits were 
accommodated at l’Ecole de Commerce de l'Université Laval. Although The Association was 
founded in Quebec in 1867, only four Annual Meetings had been held there, in 1871, 1886, 
1898, and in 1919. The occasion presented the opportunity of welcoming as guests all members 
of l’Association des Médecins de Langue Frangaise du Canada who chose to attend. Simultaneous 
translation in French and English was provided at all sessions held in the Auditorium of IEcole 
de Commerce with the invaluable aid of the Royal Canadian Corps of Signals and two expert 


interpreters. 


Fourteen affiliated national medical societies 
related their Annual Meetings to that of the 
C.M.A. in the city of Quebec. A total of 1,236 
doctors, members and guests was registered and 
422 ladies were in attendance. 

A feature of the early days of the Meeting 
was the reception tendered he His Excellency 
the Governor-General of Canada at the Citadel 
on June 11 to the members of the General 
Council, their wives and a large number of 
invited guests. His Excellency was the guest of 
honour at the dinner to the General Council on 
Tuesday, June 12. He fittingly proposed the 
toast to The Canadian Medical Association and 
subsequently received at the hands of the Pres- 
ident a certificate indicating his election as an 
Honorary Member of the C.M.A. A highlight of 
the week was the Special Convocation of Laval 
University at which the honorary degree of 
Doctor of Science was conferred on four Past 
Presidents, Dr. Léon Gérin-Lajoie, Dr. Norman 
H. Gosse, Dr. G. F. Strong and Dr. T. C. 
Routley. 


THE ANNUAL GENERAL MEETING 


The Annual General Meeting was held on the 
evening of Wednesday, June 13 in the Ball- 
room of the Chateau Frontenac. The platform 
party included representatives of church, gov- 
ernment and university as well as the official 
delegates from sister national associations, the 
Federation of Medical Women of Canada, and 
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the officers and senior members of The Canadian 
Medical Association. 

Dr. T. C. Routley, the President, welcomed the 
guests and members and introduced Dr. R. A. 
McCance, Official Delegate of the B.M.A., Dr. 
P. Robb McDonald, Official Delegate of the 
A.M.A. and Dr. Roma Amyot, Official Delegate 
of l’Association des Médecins de Langue Fran- 
caise du Canada, all of whom brought greetings 
from their respective associations. 

The General Secretary presented for Senior 
Membership the following who were present 
to receive the honour in person: Dr. Elbert Roy 
Hicks, Cumberland, B.C.; Dr. James Egbert 
Bloomer, Moose Jaw, Sask.; Dr. Duncan Archi- 
bald Graham, Toronto, Ont.; Dr. Alfred Turner 
Bazin, Montreal, Que.; Dr. Joseph-Louis Petit- 
clerc, Quebec, Que.; Dr. Albert M. Sormany, 
Edmundston, N.B.; and the following on whom 
Senior Membership was conferred in absentia: 
Dr. Frederick Thomas Campbell, Calgary, Alta.; 
Dr. Wilfrid Abram Bigelow, Brandon, Man.; Dr. 
George Henry Murphy, Halifax, N.S.; Dr. Hugh 
Francis icmalieg St. John’s, Nfld. 

Dr. Routley introduced the incoming Pres- 
ident, Dr. Renaud Lemieux, in an informative 
summary of his career and installed him in the 
office of President of The Canadian Medical 
Association. Dr. Lemieux addressed the meeting 
in French and English, thanking his colleagues 
of the Quebec Division for having nominated 
him and The Association as a whole for electing 
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him. He pledged himself to maintain the high 
traditions of the office and said that it would be 
his endeavour to promote the closer union of 
French and English speaking Canadian doctors. 


GENERAL COUNCIL 


The General Council met in the Ballroom of 
the Chateau Frontenac on Monday and Tuesday, 
June 11 and 12. The following members of the 
General Council or their alternates answered the 
roll call: 

Drs. W. S. Anderson, Edmonton, Alta.; W. W. Bald- 
win, Brooklin, Ont.; Arthur R. Birt, Winnipeg, Man.; 
J. H. Black, Vancouver, B.C.; F. N. Blackwell, Cobourg, 
Ont.; E. W. Boak, Victoria, B.C.; Jean Bouchard, Mont- 
real, Que.; Wm. Bramley-Moore, Edmonton, Alta.; H. E. 
Britton, Moncton, N.B.; B. Stanley W. Brown, Granby, 
Que.; L. W. Brownrigg, St. Stephen, N.B.; F. E. Bryans, 
Vancouver, B.C.; G. D. W. Cameron, Ottawa, Ont.; E. J. 
Cloutier, Huntsville, Ont.; Gibson E. Craig, Montreal, 
Que.; J. N. B. Crawford, Ottawa, Ont.; Everett F. 
Crutchlow, Montreal, Que.; I. W. Davidson, Sudbury, 
Ont.; J. C. C. Dawson, Peterborough, Ont.; L. G. Dewar, 
O’Leary, P.E.I.; E. F. Donald, Edmonton, Alta.; M. S. 
Douglas, Windsor, Ont.; J. B. Downing, Summerside, 
P.E.I.; Maurice Dufresne, Montreal, Que.; Jacques Duri- 
vage, Montreal, Que.; G. R. F. Elliot, Vancouver, B.C.; 
H. T. Ewart, Hamilton, Ont.; B. Fahrni, Vancouver, B.C.; 
Gordon S. Fahrni, Vancouver, B.C.; W. R. Feasby, 
Toronto, Ont.; G. C. Ferguson, Port Arthur, Ont.; G. G. 
Ferguson, Vancouver, B.C.; T. L. Fisher, Ottawa, Ont.; 
F. Walter FitzGerald, Lachute, Que.; J. A. Ganshorn, 
Vancouver, B.C.; C. Gass, Sackville, N.B.; Léon 
Gérin-Lajoie, Montreal, Que.; H. E. Gibson, Calgary, 
Alta.; S. S. B. Gilder, Toronto, Ont.:; Norman H. Gosse, 
Halifax, N.S.; Duncan Graham, Toronto, Ont.; J. H. 
Graham, Ottawa, Ont.; J. Wallace Graham, Toronto, 
Ont.; A. A. Haig, Lethbridge, Alta.; G. W. Halpenny, 
Montreal, Que.; C. G. Harries, New Glasgow, N.S.; M. C. 
Harvey, Kitchener, Ont.; W. A. Hewat, Lunenburg, N:S.; 
G. E. Hobbs, London, Ont.; J. E. Hudson, Hamiota, 
Man.; K. I. Johnson, Pine Falls, Man.; C. M. Johnston, 
Port Arthur, Ont.; R. O. Jones, Halifax, N.S.; A. T. 
Jousse, Toronto, Ont.; C. D. Kean, St. John’s, Nfld.; A. 
D. Kelly, Toronto, Ont.; P. A. Kinsey, Toronto, Ont.; 
M. O. Klotz, Ottawa, Ont.; L. V. Lang, Kitchener, Ont.; 
P. O. Lehmann, Vancouver, B.C.; J. R. Lemieux, Quebec, 
Que.; D. Sclater Lewis, Montreal, Que.; E. K. Lyon, 
Leamington, Ont.; Ruvin Lyons, Winnipeg, Man.; W. E. 
Martin, Toronto, Ont.; John F. Meakins, Montreal, Que.; 
E. S. Mills, Montreal, Que.; R. M. Mitchell, Sudbury, 
Ont.; M. C. Mooney, Sweetsburg, Que.; H. V. Morgan, 
Calgary, Alta.; Harry S. Morton, Montreal, Que.; E. C. 
McCoy, Vancouver, B.C.; R. H. McCreary, Arnprior, 
Ont.; H. E. MacDermot, Montreal, Que.; M. R. Mac- 
donald, Halifax, N.S.; S. A. MacDonald, Montreal, Que.; 
M. T. Macfarland,- Winnipeg, Man.; A. J. McGanity, 
Kitchener, Ont.; J. W. Macgregor, Edmonton, Alta.; 
A. G. MacLeod, Dartmouth, N.S.; Wendell Macleod, 
Saskatoon, Sask.; John C. MacMaster, Winnipeg, Man.; 
W. J. P. MacMillan, Charlottetown, P.E.I.; Cluny Mac- 
pherson, St. John’s, Nfld.; D. G. MacQueen, Calgary, 
Alta.; Francis L. O’Dea, St. John’s, Nfld.; S. A. Orchard, 
Saskatoon, Sask.; R. M. Parsons, Red Deer, Alta.; G. W. 
Peacock, Saskatoon, Sask.; A. F. W. Peart, Toronto, Ont.; 
Carleton B. Peirce, Montreal, Que.; J. C. Poole, Van- 
couver, B.C.; B. E. Pothier, Dalhousie, N.B.; P. Potoski, 
Yorkton, Sask.; Arthur Powers, Hull, Que.; Thomas Prim- 
rose, Montreal, Que.; T. J. Quintin, Sherbrooke, es 
J. H. M. Rice, Campbellton, N.B.; R. W. Richardson, 
Winnipeg, Man.; J. B. Ritchie, Regina, Sask.; Ross 
Robertson, Vancouver, B.C.; E. F. Ross, Halifax, N.S.; 
T. C. Routley, Toronto, Ont.; Glenn Sawyer, Toronto, 
Ont.; S. M. Schmaltz, Lethbridge, Alta.; C. B. Schoem- 
perlen, Winnipeg, Man.; W. ‘deM. Scriver, Montreal, 
Que.; L. J. Shepley, Chatham, Ont.; G. F. Skinner, Saint 
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John, N.B.; F. H. Smith, Winnipeg, Man.; C. B. Stewart, 
Halifax, N.S.; G. F. Strong, Vancouver, B.C.; R. K. 
Thomson, Edmonton, Alta.; C. L. Tisdale, Prince Albert, 
Sask.; W. F. Tisdale, Winnipeg, Man.; K. R. Trueman, 
Winnipeg, Man.; F. A. Turnbull, Vancouver, B.C.; J. 
Gilbert Turner, Montreal, Que.; A. F. VanWart, Frederic- 
ton, N.B.; A. W. Wallace, Vancouver, B.C.; John A. 
Walsh, Manuels, Nfld.; C. H. A. Walton, be 
Man.; C. M. Warren, Toronto, Ont.; F. E. Werthenbach, 
Unity, Sask.; Lorne Whitaker, St. Catharines, Ont.; G. M. 
White, Saint John, N.B.; F. L. Whitehead, East Riverside, 

.B.; F. H. Wigmore, Moose Jaw, Sask.; W. A. Wilford, 
Wiarton, Ont.; W. Ross Wright, Fredericton, N.B.; C. H. 
Young, Dartmouth, N.S.; M. A. R. Young, Lamont, Alta. 


The Chairman, Dr. Norman H. Gosse, wel- 
comed the members of the General Council, 
remarking that the presence of many members 
of previous Councils gave continuity to the body.. 
He noted that there were a number of new 
members, including the representatives of affili- 
ated societies, and to them he extended a par- 
ticularly warm welcome. After outlining briefly 
the parliamentary procedure under which the 
deliberations are conducted he invited all mem- 
bers to express themselves freely in debate. 

He indicated the presence of certain special 
guests who had been invited to attend the 
sessions of the General Council as observers: 
Surgeon Commodore E. H. Lee, M.D.G., R.C.N.; 
Brigadier S. G. U. Shier, D.G.M.S. (Army); Air 
Commodore A. A. G. Corbet, D.G.M.S., R.C.A.F.; 
Brigadier K. A. Hunter; Co-ordinator, Canadian 
Forces Medical Council, and Mr. Andrew K. 
Gillies, Assistant Secretary, Ontario Division. 

In a brief word of greeting the President, Dr. 
T. C. Routley, expressed the pleasure of The 
Association in meeting once again in the historic 
city of Quebec and thanked Dr. Lemieux and 
his committees for the excellence of their prepa- 
rations. 

Dr. Renaud Lemieux, President-Elect, in his 
capacity as Chairman of the Committee on Ar- 
rangements for the meeting, extended a hearty 
welcome on behalf of the Quebec Division. He 
spoke of the gratification of all citizens of the 
city, medical and lay, that the 89th Annual 
Meeting should be held in Quebec and indicated 
that the period June 11-15 had officially been 
declared Medical Week. 


REPORT OF THE COMMITTEE 
ON ARCHIVES 
Mr. Chairman and Members of General Council: 


$. I beg to report, with deep regret, the death of 
the following members during the past year. 

Drs. C. E. Anderson, Edmonton, Alta. (Life 
Member of Alberta Division); D. H. Arnott, London, 
Ont.; Fred M. Auld, Nelson, B.C. (Senior Member, 
C.M.A.); Peter Bailey, St. Thomas, Ont.; I. M. Beaton, 
Norwood, Man.; A. M. Bell, Alvinston, Ont.; Quartus 
Bliss, Kingsville, Ont.; M. Bowman, Winnipeg, Man.; 
L. B. W. Braine, Glen Margaret, N.S.; T. W. Brokovski, 
Winnipeg, Man.; A. J. Butler, Clifford, Ont.; M. H. V. 
Cameron, Toronto, Ont.; T. P. Carter, Dundalk, Ont.; 
E. P. Chagnon, Montreal, P.Q. (Senior Member, C.M.A.); 
Harcourt B. Church, Aylmer East, P.Q. (Past President, 
C.M.A.); D. M. Clapin, St. Jean, P.Q.; I. C. Clendinnen, 
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Hamilton, Ont.; D. E. H. Cleveland, Vancouver, B.C.; S. 
M. S. Dabrowski, Grimshaw, Alta.; L. L. Derby, Ottawa, 
Ont.; J. K. M. Dickie, Ottawa, Ont.; Howard C. Dixon, 
Calgary, Alta; W. A. Dobson, Vancouver, B.C.; A. S. 
Duncan, London, Ont.; Frederick Etherington, Kingston, 
Ont.; T. B. Feick, New Hamburg, Ont.; S. E. Fleming, 
Sault Ste. Marie, Ont. (Senior Member, C.M.A.) (Life 
Member of Ontario Division); R. B. Francis, Calgary, 
Alta. (Life Member of Alberta Division); N. S. Fraser, 
St. John’s, Nfld. (Senior Member, C.M.A.); C. L. R. 
Fuller, Windsor, Ont.; Henry Funk, Winnipeg, Man.; C. 
T. Galbraith, Calgary, Alta. (Life Member of Alberta 
Division); L. Erle German, Mimico, Ont.; Alexander 
Gibson, Winnipeg, Man. (Senior Member, C.M.A.); Jules 
Gosselin, Quebec City, P.Q.; J. M. Graham, Goderich, 
Ont.; David R. Grant, Red Deer, Alta.; W. L. Graydon, 
Toronto, Ont.; C. O. P. Green, Toronto, Ont.; J. J. 
Hamelin, North Battleford, Sask. (Life Member of Sas- 
katchewan Division); G. A. Harris, Toronto, Ont.; W. 
Harris, Toronto, Ont.; Peter O. Hebb, Dartmouth, N.S.; 
J. Hepburn, Toronto, Ont.; R. A. Hicks, Calgary, Alta.; 
C. A. Howard, Kingston, Ont.; Rex Hylton, Toronto, 
Ont.; H. J. Irvine, London, Ont.; Dugald G. Jamieson, 
St. John’s, Nfld. (Senior Member, C.M.A.); M. L. Jewett, 
Millville, N.B.; W. S. Johns, Port Credit, Ont.; George 
R. Johnson, 9 Alta. (Senior Member, C.M.A.) 
(Life Member of Alberta Division); J. Guy W. Johnson, 
Montreal, P.Q.; W. M. Judd, Havelock, Ont.; D. P. 
Kappele, Dundas, Ont. (Life Member of Ontario Div- 
ision);} W. A. Kirkpatrick, Maidstone, Sask.; A. Helen 
Klanfer, Toronto, Ont.; G. Lewitzky, Virgil, Ont.; M. E. 
Lunau, Oakville, Ont.; W. S. Lyman, Ottawa, Ont.; 
Charles C. Manly, Prince Albert, Sask.; Joseph Megas, 
Edmonton, Alta.; Jean Michon, Montreal, P.Q.; W. W. 
Moffatt, Port Colborne, Ont.; Francis Moore, Thornbury, 
Ont. (Life Member of Ontario Division); W. B. McClure, 
Toronto, Ont.; H. D. McColl, Petrolia, Ont.; A. F. 
MacIntosh, Perth, N.B.; C. M. McIntyre, Selkirk, Man.; 
Elizabeth McMaster, Stratford, Ont.; J. W. McQuibban 
Elmira, Ont.; O. W. Niemeier, Hamilton, Ont.; J. M 
O’Brien, Peterborough, Ont.; M. C. O’Brien, North 
Battleford, Sask. (Senior Member, C.M.A.); Frank Kidd 
Purdie, Griswold, Man.; Max Ratner, Montreal, P.Q.; 
Clifford H. Reason, London, Ont.; Morris Schreiber, 
Port Coquitlam, B.C.; H. J. Scott, Winnipeg, Man.; E. 
R. Selby, Calgary, Alta. (Life Member of Alberta Div- 
ision); P. Shragge, Edmonton, Alta.; A. B. Sinclair, Sault 
Ste. Marie, Ont.; W. R. Stackhouse, Ridgeway, Ont.; F. 
W. Stevenson, Saint John, N.B.; Major G. L. Stoker, 
Camp Shilo, Man.; John B. Story, Vancouver, B.C.; C. 
M. Strong, Winnipeg, Man.; C. E. Stuart, New Glasgow, 
N.S.; G. E. Tanner, Midland, Ont.; H. G. Taylor, Cal- 
gary, Alta. (Life Member of Alberta Division); L. 
Thomas, Halifax, N.S. (Life Member of Nova Scotia 
Division); C. B. Trites, Bridgewater, N.S. (Honorary 
Member of Nova Scotia Division); A. C. H. Trottier, 
Riverside, Ont.; René Turcot, Quebec, P.Q.; E. G. 
Turnbull, Barrie, Ont. (Senior Member C.M.A.) (Life 
Member of Ontario Division); A. O. Turner, Saskatoon, 
Sask.; A. M. Urquhart, Preston, Ont.; J. A. Valens, 
Saskatoon, Sask. (Senior Member, C.M.A.); R. R. Wad- 
dell, Mount Hamilton, Ont.; J. T. Wall, Parksville, 
B.C.; R. M. Wansbrough, Toronto, Ont.; W. P. Warner, 
Ottawa, Ont.; T. D. Wheeler, Winnipeg, Man.; J. T. 
White, Toronto, Ont. 

2. The collection of biographical data is proceeding 
satisfactorily and has been of considerable value already. 
The Committee would appreciate receiving any material 
which members think to be worth preserving in our 
archives. 

All of which is respectfully submitted. 


H. E. MacDERMOT, 
Chairman. 
Adopted. 


? 
. 





In presenting this report Dr. MacDermot indicated 
his intention not to read the individual names in the 
ever-growing list of deceased members. The General 
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Council concurred in this procedure and the members 
rose in their places to observe a minute of silence out of 
respect to the memory of colleagues who had died 
within the past year. 


APPOINTMENT OF A COMMITTEE 
ON RESOLUTIONS 


It was moved by Dr. W. deM. Scriver, 
seconded by Dr. L. Whitaker, 
THAT a Resolutions Committee consisting of Dr. 
H. T. Ewart, Dr. M. A. R. Young and Dr. G. W. 
Halpenny be appointed. 
Carried. 
Prior to consideration of the Report of the Execu- 
tive Committee, 
It was moved by Dr. C. B. Peirce, 
seconded by Dr. F. W. FitzGerald, 
THAT Dr. W. deM. Scriver act as Chairman of 
the General Council during the presentation of 
the Report of the Executive Committee. 
The resolution was passed and Dr. Scriver as- 
sumed the chair. 


REPORT OF THE EXECUTIVE 


COMMITTEE 
Mr. Chairman and Members of General Council: 
3. Your Executive Committee has, during the 


Association year 1955-56, held three meetings in Toronto 
and a further meeting will be held in Quebec. Each 
Division has been represented at all meetings, thus 
bringing to bear on national problems the viewpoint of 
all the provinces. This report presents in summary the 
more important matters which have engaged the atten- 
tion of your Committee and constitutes a record of our 
stewardship for the year. 

Adopted. 


ANNUAL MEETINGS 


4. The Eighty-eighth Annual Meeting, held in con- 
junction with the 123rd Annual Meeting of the British 
Medical Association and the 75th Annual Meeting of the 
Ontario Division in Toronto, June 17-24, 1955, was an 
event of unusual significance. The presence of so many 
distinguished members of the B.M.A. despite travellin 
difficulties which would have deterred less determin 
people, together with a record attendance of Canadian 
doctors and their wives, made this the largest medical 
gathering ever held in this country. The international 
character of the meeting was enhanced by the presence 
of delegates to the British Commonwealth Medical Con- 
ference and by the attendance of a representative num- 
ber of visitors from the American Medical Association. 
The highly sectionalized scientific program provided an 
unusual array of talent, and a continuous series of cere- 
monial and social events furnished enjoyment for all. 
Credit for the success of the complex arrangements must 
be given to the members of the local committees who 
wld so hard to prepare them. In retrospect the chief 
impressions which remain are those of a friendly family 
gathering and of the warm-hearted and generous hos- 
pitality extended by Torcnto doctors and their wives to 
our guests from overseas. 

Adopted. 


5. Scarcely had the last visitor departed when prep- 
arations for the 89th Annual Meeting in Quebec were 
commenced. Under the able chairmanship of Dr. Renaud 
Lemieux, President-Elect, active local committees in 
Quebec and Montreal have been busy preparing for the 
scientific and business sessions and for our comfort and 
entertainment. It is appropriate that The Canadian 
Medical Association, in anticipation of its centenary, 
should meet in this historic city in which The Association 
was founded in 1867, and all the more so, since the last 
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occasion when we met in Quebec was in 1919. The 
location and other considerations dictate that a bilingual 
approach to our sessions be undertaken, and a simul- 
taneous translation service in French and English has 
been provided for all presentations to be made in the 
principal meeting hall, the Auditorium of the School of 
Commerce, Laval University. A very cordial invitation 
has been extended to all members of I|’Association des 
Médecins de Langue Francaise du Canada to join us 
at this meeting, and it is our hope that the occasion will 
serve to promote and foster the bonds of friendship 
which should unite Canadian doctors. 

Adopted. 


6. The attention of the members of the General 
Council is called to the following projected series of 
events: 


Sunday, June 10 - 11.00 a.m.—Official Protestant 
Church Service, Holy Trinity Church. 
11.00 a.m.—Drumhead Roman Catholic Serv- 
ice, The Citadel. 


Monday, June 11 - 5.45 p.m.—His Excellency 
the Governor-General of Canada will tender 
a Reception at the Citadel to the members 
of General Council and their wives and 
other invited guests. 


Tuesday, June 12 - 7.00 p.m.—The members of 
General Council and their wives will be 
entertained at dinner by the Quebec Division. 
His Excellency the Governor-General will be 
a special guest and all ladies and gentlemen 
are requested to be at their tables in the 
Ballroom of the Chateau Frontenac by 7.00 
p.m. sharp. 


Wednesday, June 13 - 8.00 p.m.—The Annual 
General Meeting of the C.M.A. will be held 
in the Ballroom of the Chateau Frontenac. 
After the ceremonial installation of the 
President and the conferring of Senior Mem- 
berships, the President and Mrs. Lemieux 
= receive and the annual dance will be 

e 


Thursday, June 14 - 5.30 p.m.—Special Convoca- 
tion, Salle des Promotions, Laval University. 
Laval University will honour this Association 
by conferring on four of our past presidents 
the Honorary D.Sc. of that University. The 
Convocation will be followed by a vin 
dhonneur in le grand Salon and le petit 
Salon of the University. 

Adopted. 


ANNUAL MEETING 1957 


7. After canvassing the situation very thoroughly 
the Saskatchewan Division was regretfully obliged to 
withdraw its invitation for the Annual Meeting in 1957, 
which was originally scheduled for Regina. The Execu- 
tive Committee has accepted with pleasure and keen 
anticipation the invitation of the Alberta Division to 
hold the 90th Annual Meeting in Edmonton. A prelimi- 
nary survey of facilities and arrangements has already 
been made and prospects are bright for an excellent 
meeting in Edmonton, June 17-21, 1957. 

Adopted. 


Future ANNUAL MEETINGS 


8. The schedule of future Annual Meetings now 
stands as follows: 


1957 Edmonton .......... June 17-21 
oe June 15-19 
1959 Edinburgh (Conjoint 

meeting with B.M.A.) .... July 16-24 
EE. Svisestcune vad June 13-18 
1961 Montreal 
1962 Winnipeg .......... June 18 - 22 


Ok ae June 24 - 28 
ie thiale aes June 15-19 
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The necessity of reserving suitable hotel accom- 
modation many years in advance is obvious and it is 
recommended that the projection of Annual Meetings 
outlined above be approved, subject to the concurrence 


of the Divisions concerned. 
Adopted. 


DrivisIoNAL ANNUAL MEETINGS, 1955 


9. The schedule of the Annual Meetings of the 
Divisions for the year 1955 was as follows: 


Quebec Division—Montreal, May 4-7. : 
Ontario Division—Sudbury (Business Meeting), 
May 16-18. 
—Conjoint Annual Meeting with B.M.A. and 
C.M.A., Toronto, June 17-24, 
Prince Edward Island Division—Charlottetown, 
Aug. 29 and 30, 
New Brunswick Division—St. Andrews, Aug. 31- 
Sept. 3. 
Nova Scotia Division—Amherst, Sept. 6-9. 
Newfoundland Division—St. John’s, Sept. 12-14. 
British Columbia Division—Vancouver, Oct. 4-7. 
Alberta Division—Edmonton, Oct. 10-18. 
Saskatchewan Division—Regina, Oct. 18-21. 
Manitoba Division—Winnipeg, Oct. 24-27. 
Adopted. 


10. The schedule of Divisional Annual Meetings for 
1956 is as follows: 


Ontario Division—Toronto, May 7-11. 

Quebec Division—Quebec (Conjoint meeting with 
C.M.A.) June 11-15. 

Prince Edward Island Division—Charlottetown, 
Aug. 27 and 28. 

New Brunswick Division—St. Andrews, Aug. 29- 
Sept. 1. 

Nova Scotia Division—Halifax, Sept. 4-7, 

Newfoundland Division—St. John’s, Sept. 10-12. 

Alberta Division—Calgary, Sept. 24-27. 

British Columbia Division—Victoria, Oct. 2-5. 

Saskatchewan Division—Saskatoon, Oct. 8-11. 

Manitoba Division—Winnipeg, Oct. 15-18. 

Adopted. 


11. Reference has previously been made to the 
presence of the President of The Association at the 
Annual Meetings of the Divisions and to the value of 
such visitations to them, to the President and to The 
Association as a whole. This year in carrying out this 
Presidential duty, Dr. Routley, more than any of his 
predecessors, was treading familiar paths. Dr. and Mrs. 
Routley, accompanied by the speakers who contributed 
to the scientific program, were welcome guests in all 


parts of the country. 
Adopted. 


MEMBERSHIP 


12. The following table indicates the membership in 
The Association for the last two complete calendar years: 


Province 1954 1955 
British Columbia (and 

ere 1,187 1,287 
Alberta (and N.W.T.) 1,044 1,050 
Saskatchewan ........ 777 838 
NIRMEIODR. «<< 6a du lseces.< 793 820 
ee errr 4,355 4,753 
DN orn ae 1.062 1,120 
New Brunswick ........ 398 410 
Nova SGOHA .4...0cins 468 482 
Prince Edward Island .. 82 81 
Newfoundland ........ 106 101 
Members-at-large ...... 12 22 
Non-resident Members .. 89 45 
Military Membership .. 73 41 

Total Membership: 10,346 11,000 


Adopted. 
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SENIOR MEMBERS 


13. As provided for in the By-laws of The Association, 
the Executive Committee has elected to the honourable 
status of Senior Member, the following members nomi- 
nated by their respective Divisions: 


British Columbia—Dr, Elbert R. Hicks, Cumber- 
land, Vancouver Island. 
Alberta—Dr, Frederick T, Campbell, Calgary. 
Saskatchewan—Dr. James E. Bloomer, Moose Jaw. 
Manitoba—Dr, Wilfred A. Bigelow, Brandon. 
Ontario—Dr. Duncan A. Graham, Toronto. 
Quebec—Dr. A. T. Bazin, Montreal, and Dr. 
Joseph L. Petitclerc, Quebec. 
New _Brunswick—Dr, Albert M. 
Edmundston. 
Nova Scotia—Dr. George H. Murphy, Halifax. 
Prince Edward Island—( No Senior Member). 
Newfoundland—Dr, Hugh F. Donahue, St. John’s. 


The installation of Senior Members will take place 
at the Annual General Meeting on Wednesday, June 


13th, 
Adopted. 


Sormany, 


HoNnorARY MEMBERSHIP 


14. By unanimous vote of the Executive Committee, 
His Excellency The Right Honourable Vincent Massey, 
C.H., Governor-General of Canada, has been elected an 
Honorary Member of The Canadian Medical Association. 
His Excellency has been pleased to accept our tribute 
and the certificate of Honorary Membership will be pre- 
sented by the President at the dinner to the General 
Council on Tuesday, June 12th. . 


As the roll of Honorary Members is purposely 
ae small and select, it is a matter of interest that the 
Osler Orator at this meeting is Professor Antoine La- 
cassagne of Paris who was elected an Honorary Member 
of this Association in 1937. 

Adopted. 


AFFILIATIONS 


15. Your Executive Committee recommends that the 
following Canadian medical societies which have applied 
for affiliation with the C.M.A. be admitted to that status 
under the terms of Chapter VII—1(a) of the By-laws: 


The Canadian Association of Pathologists. 


The Canadian Association of Physical Medicine 
and Rehabilitation. 


The Canadian Association of Radiologists. 
The Canadian Ophthalmological Society. 


The Society of Obstetricians and Gynecologists 
of Canada. 


The admission of these societies will raise to 
eighteen the national medical societies formally affiliated 
with the C.M.A., and in addition we have as affiliates 
nine national organizations of mixed lay and medical 
membership whose interests are devoted to various 
aspects of health. It is possible to report that our relation- 
ships have continued on a friendly and mutually helpful 


basis. 
Adopted. 


HovusInc OF THE ASSOCIATION 


16. At the last Annual Meeting your Executive Com- 
mittee reported its action in adopting the recommenda- 
tion of the House Committee that a property at 150 
St. George St., Toronto, be purchased as a national home 
for The Association. During the summer menths of 1955, 
the House Committee was busy with plans and contracts 
for the renovation of the sdedueite house which we 
had acquired and work was actually commenced when 
we took possession on September Ist. On November 21st 
the Editorial and Secretarial staffs moved into the 
spacious quarters of C.M.A, House. Office space was 
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also made available for two closely related organizations, 
the Canadian Commission on Hospital Accreditation and 
Trans-Canada Medical Plans. The process of settling in 
was accomplished with little interference with the work 
of The Association and the benefits of having all depart- 
ments under one roof are already apparent. 

Adopted. 


17. The official opening ceremony of C.M.A. House 
was held on Saturday, March 17th, 1956, to coincide 
with a regular meeting of the Executive Committee. 
Limitations of space made it necessary to restrict the 
invitations issued, but in addition to the members of the 
Executive Committee, the guest list included all living 
Past Presidents of The Association, the Presidents of 
sister national professional associations, Presidents of 
affiliated national medical societies, the Director of 
lAssociation des Médecins de Langue Frangaise du 
Canada, and certain individuals who had materially 
assisted in the preparation of the new building for 
occupancy. Special guests were the former landlords of 
The Canadian Medical Association, the Principal of 
McGill University, the President of the University of 
Toronto and representatives of the Ontario Hospital 
Association—Blue Cross, and the Ontario Division. 
Adopted. 


18. Ata luncheon held at the Granite Club, the Presi- 
dent extended to Principal James of McGill and President 
Smith of the University of Toronto the grateful thanks 
of The Association for the generous hospitality which 
had been afforded over many years. The opening 
ceremony was conducted in the Board Room at 150 
St. George St. in the presence of a distinguished com- 
pany representing all phases of Canadian life. A prayer 
of dedication was offered by the Right Reverend F. H. 
Wilkinson, Bishop of Toronto, and following this the 
Chairman of the General Council introduced the 
Honourable Paul Martin, Minister of National Health 
and Welfare. Mr. Martin referred to the long and 
honourable history of The Association and mentioned the 
relationship which had been maintained with Govern- 
ment in the interests of national health. After stressing 
the significance of the occasion and the establishment of 
the first headquarters owned by The Canadian Medical 
Association, he declared C.M.A. House officially open. 

Adopted. 


19. Your Executive Committee reports the completion 
of a task assigned two years ago. The premises are well 
located, the building suits its purpose admirably and the 
accommodation is capable a ct to meet the 
needs of some expansion in Association activities. The 
land and building is free of indebtedness and it repre- 
sents a substantial asset to the doctors of Canada, A 
warm welcome awaits every member when he can find 
it convenient to call at C.M.A. House. 

Adopted. 


STAFFING 


20. Since the appointment in July, 1955, of Mr. L. W. 
Holmes, B.A., as Assistant Secretary in Public Relations, 
no additions to the senior staff of The Association have 
been made. The increasing burden of journalistic effort 
is likely to make it necessary to consider in the near 
future the appointment of a physician assistant to the 
Editor and your Executive Committee will fill this ap- 
pointment when a suitably qualified candidate appears. 

The staff of The Association now comprises five 
men and sixteen women, all of them working to pro- 
mote the objectives of the profession and to operate the 
organization which has assumed sizable proportions. Four 
veterans of the staff have retired on pension. 


Adopted. 
PUBLICATIONS 


21. During the past year, more attention has been 
directed towards printed material and wide dissemina- 
tion has been made of the following publications: the 
Statement on Rehabilitation, the Statement on Health 
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Insurance, You and The Canadian Medical Association, 
the Code of Ethics, and the Basis of Approval of Hos- 
pitals for the Training of Interns in Canada. 


The printing of the By-laws of The Canadian 
Medical Association has not been undertaken following 
the major revision of 1953 and subsequent amendments. 
It is proposed that this material with the necessary 
amplification disclosed by three years’ experience in its 
use, be prepared for publication in the coming year. 

Adopted. 


MEETINGS OF NATIONAL COMMITTEES 


22. Continuing our efforts to minimize the effect of 
geographic separation, Association funds have been ex- 
pended to bring together the Divisional representatives 
of certain national committees and other groups. Two 
meetings of the Committee on Economics, a meeting of 
the recently established Committee on Traffic Accidents, 
and a meeting of the Committee on Approval of Hos- 
pitals for the Training of Interns have been held. In 
addition, the Midwinter Conference of Divisional 
Secretaries which has become such a useful clearing 
house of the business of the profession, has been ma- 
terially aided. This year’s Secretaries’ Conference was, 
at the invitation of the American Medical Association, 
held in Chicago, February 15 and 16. The locale of the 
Conference permitted a most helpful and_ informative 
contact with the headquarters of our good neighbour, 
A.M.A., with no sacrifice of the working-party approach 
to the affairs of the Canadian profession. Preliminary 
plans are being made for a conference on postgraduate 
medical education under the auspices of the Committee 
on Medical Education in 1957. 

Adopted. 


INCOME TAx 


23. Elsewhere in these proceedings will be found the 
report of substantial accomplishment by the Committee 
on Income Tax. The crisis presented by the disallowance 
of convention expenses and the unsuccessful appeal to 
the Exchequer Court of Canada placed great responsi- 
bility on our Committee to retrieve a situation which was 
serious indeed. The announcement in the Budget Speech 
that the Income Tax Act “will be amended to allow 
for 1955 and onward the deduction of the expenses for 
two conventions annually in Canada” was very welcome 
news. Representations have since been made that the 
actual amendment include a meeting in the United 
States in addition to or in lieu of a meeting in Canada. 
The Honourable Minister of Finance has promised to 
give consideration to this geographic extension but at 
the time of writing the precise terms of the amendment 
are not known. Members of the medical profession will 
appreciate that in admitting the principle that such 
expenditures are properly incurred by the taxpayer for 
the purpose of earning his income, a significant advance 
has aoe made. The Canadian Tax Journal, commenting 
editorially on the Budget, refers to this amendment as 
“unforeseen” and “although it had been requested there 
was no indication that it would be forthcoming”. 
Adopted. 


HEALTH INSURANCE 


24. The culmination of a series of Federal-Provincial 
conferences occurred in late January 1956, when the 
Government of Canada offered to the provinces a 
formula for financial assistance to aid the introduction 
of a plan of hospital care insurance. The offer was de- 
pendent on “a majority of the provincial governments 
representing a majority of the people of Canada” agree- 
ing to participate. The basic stipulations were that the 
plan should make available standard ward care in active 
treatment hospitals, and presumably in hospitals for the 
care of the chronically ill, for all residents of the province. 
The benefits were to include specified diagnostic radio- 
logical and laboratory services, initially to patients in 
hospitals and subsequently to persons outside of hos- 
pitals and the element of co-insurance or other deterrent 
payment was not to be excessive. 
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25. It is evident that this proposal is of great im- 
portance to the medical profession and it is also evident 
that the important decisions by which the offer will 
become effective will be made at the level of the pro- 
vincial governments, Divisional committees therefore, 
with varying degrees of intimacy have been dealing with 
their respective provincial governments to bring to the 
problem the viewpoint of the profession. The Associa- 
tion’s Advisory Committee to the Department of National 
Health and Welfare met with the Minister of National 
Health and his Departmental officials on March 15th to 
discuss the implications of the Federal offer and on this 
occasion the Committee was happy to have associated 
with it representatives of l’Association des Médecins de 
Langue Francaise du Canada, the Canadian Association 
of Radiologists and the Canadian Association of Path- 
ologists. The Minister required an understanding that 
the discussion should remain confidential but it is no 
violation of this to indicate that the areas of debate have 
all been explored in the public press. 


26. Subsequent discussion of the issues by Divisional 
Committees and by the Committee on Economics 
suggests that medical opinion generally is favourable to 
the institution of universal hospital care insurance, 
qualified by certain apprehensions respecting the 
economic and professional consequences of such a step. 
The introduction of a service in radiological and labora- 
tory medicine is regarded as a much more difficult and 
complex procedure and no clear pattern is discernible 
for the provision of an out-of-hospital service in these 
important fields of medicine. 


27. At the time of writing the Governments of British 
Columbia and Saskatchewan would seem to have indi- 
cated their willingness to participate in the Federal 
ang This early acquiescence was to be expected 
ecause the Federal offer provides substantial aid to a 
program in hospital care insurance’ which is already in 
effect in these provinces. Active consideration is pro- 
ceeding in the remaining provinces but few if any Se 
conclusions appear to have been reached. It is significant 
and encouraging that in two provinces legislation pro- 
viding for the administration of the hospital insurance 
program by a Commission is being enacted. This is 
essentially consonant with the “independent non-political 
commission” form of administration which has long 
been a feature of C.M.A. policy. 


Following the presentation of Sections 24-27 
it was 
Moved by Dr. R. Lyons, 
seconded by Dr. J. F. Meakins, 


THAT discussion on Sections 24-27 of the Report 
of the Executive Committee be deferred until the 
Report of the Committee on Economics is. pre- 
sented. 

After a short debate this resolution was carried. 


During the subsequent discussion of the Report 
of the Committee on Economics, a resolution presented 
by Dr. Lorne Whitaker and seconded by Dr. R. M. 
Mitchell was debated clause by clause, made the subject 
of several amendments, referred to the Committee on 
Resolutions and adopted in the following form: 


THAT Section 26 of the Report of the Executive 
Committee be amended by adding the words 
“The Canadian Medical Association affirms that 
radiological and clinical pathological services are 
physicians’ services and not hospital care,. and 
should be so treated in any insurance plans”; 
Be it also resolved that this decision be made 
known to the Federal and Provincial governments. 
It was subsequently 

Moved by Dr. E. W. Boak, 

seconded by Dr. S. M. Schmaltz, 
THAT Sections 24, 25, 26 and 27 of the Report of 
the Executive Committee, as amended, be 
adopted. 

Carried. 





A 
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HospiraL ACCREDITATION 


28. The C.M.A. continues its active support of the 
Joint Commission on Accreditation of Hospitals and its 
Canadian counterpart, the Canadian Commission on Hos- 
pital Accreditation. Details of the activities of these two 
important bodies will be found elsewhere in these re- 
ports. The current revival of interest in hospital care 
insurance and intervention of governments in this field 
make it more than ever desirable that an independent 
accrediting agency exert its influence in the direction of 
raising the standards of hospital practice and patient 
care. It is the ultimate objective of all Canadian organiza- 
tions concerned with the Canadian Commission that the 
visitation of Canadian hospitals shall be carried out by 
Canadian field representatives. Despite the substantial 
contributions of the united medical and hospital organiza- 
tions, the financing of this all-Canadian program is still 
not a feasible undertaking. Your Executive Committee 
has indicated its concurrence in the acceptance of 
government contributions if such should be required by 
the Canadian Commission to institute this logical 
development. This effort towards self-sufficiency should 
not be interpreted as indicating any difference with our 
American friends in this field. Indeed, it is our hope to 
continue to apply the international standards in closest 
harmony with the Joint Commission. 


It was moved by Dr. L. J. Shepley, 
seconded by Dr. M. C. Harvey, 


THAT discussion of Section 28 be deferred until 
the consideration of the Report of the Committee 
on Hospital Service and Accreditation. 

Carried. 


The statement by the Executive Committee was 
considered in the context of the Report of the Committee 
on Hospital Service and Accreditation but no specific 
amendment, save that embodied in a new resolution, 
was offered. 


APPROVAL OF HOSPITALS FOR THE TRAINING OF INTERNS 


29. At the last Annual Meeting, the draft of a new 
Basis of Approval of Hospitals for the Training of 
Interns in Canada was considered in detail by the Gen- 
eral Council and many valuable suggestions were offered. 
These proposals were considered by the Committee on 
Approval of Hospitals for the Training of Interns and 
by the Executive Committee and approved in their final 
form, The distribution of the new Basis to eligible hos- 
pitals and interested individuals was carried out early 
in 1956 and hospitals prepared to meet the amended 
standards were invited to apply on comprehensive appli- 
cation forms, On April 26-28 the Committee on Approval 
of Hospitals for the Training of Interns assembled for a 
three-day working session to consider the applications 
and to establish policy for the handling of future applica- 
tions. In their important and camenaite task the Com- 
mittee was assisted by on-the-spot appraisals provided 
by the field representatives of the Canadian Commission 
on Hospital Accreditation. The ‘Association will have 
cause to be grateful to Dr. Gilbert Turner and his Com- 
mittee which includes Dr, A. F. W. Peart as its executive 
officer, for the painstaking manner in which their exact- 
ing duties have been carried out. 

Adopted. 


30. It is hoped that a new list of Canadian hospitals 
identified for their ability to provide the all-important 
first year of rotating internship will be eveliaile by 
autumn when the classes of 1957 will be seeking their 
internships through the Canadian Intern Placement 
Service, and by direction at those schools where the 
degree in medicine is awarded after internship. It is to 
be hoped that for the sake of the orderly distribution of 
the available interns, all approved hospitals will con- 
tinue to cooperate with C.I.P.S. and not revert to the 
highly competitive and uncertain system which pre- 


ceded it. 
Adopted. 
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Several speakers offered thanks and congratula- 
tions ta the Committee on Approval of Hospitals for the 
Training of Interns for the excellent work which it has 
accomplished. 


New COMMITTEES 


31. Following the Montreal Conference on the Medi- 
cal Aspects of Traffic Accidents of May 1955, a Special 
Committee on Traffic Accidents was appointed under 
the chairmanship of Dr. Harold Elliott. The Divisions, 
on request, appointed similar committees and on April 
20 and 21, a meeting of Divisional chairmen with the 
local nucleus was held in Montreal. Details of the 
activities of this Committee will be found elsewhere in 


these Reports. 
Adopted. 


32. In December 1955, Dr. A. J. McGanity accepted 
the chairmanship of a new Committee on Civil Disaster. 
It will be the project of this Committee to promote 
planning for the care of victims of disaster in Canadian 
hospitals and to co-ordinate these efforts with the official 
plans for Civil Defence. It is interesting to observe that 
a new requirement of the “Standards for Hospital Ac- 
creditation” promulgated by the Joint Commission on 
Accreditation of Hospitals is that a written plan for the 
reception and care of mass casualties shall be developed 
in accredited hospitals. 

Adopted. 


ECONOMICS 


33. The Committee on Economics presents elsewhere 
the report of a very active year. Among the items in 
this field considered by your Executive Committee was 
a proposal from T.C.M.P. that a bureau on economic 
research and statistics be established jointly. In view 
of the importance of having available factual information 
and because the data which could be supplied by the 
member plans of T.C.M.P. would be essential, your 
Executive Committee concurred in this suggestion and 
allocated the Sum of $10,000 as the C.M.A. contribution 
to the cost of the joint effort. A committee of T.C.M.P. 
is now considering the details of the operation of such 
a research bureau, before committing that organization 
to the plan. The Canadian Medical Association is pre- 
pared to participate and awaits the outcome of further 
study by T.C.M.P. 

Adopted. 


LIAISON 


34. Cordial relations with l’Association des Médecins 
de Langue Francaise du Canada have been maintained 
through various activities in which we jointly participate. 
The Liaison Committee, representing our respective 
Associations, meets regularly, if infrequently, to discuss 
items of mutual interest. Your Executive Committee re- 
gards this Committee as the sounding board by which 
each organization becomes aware of the thinking of the 
other but, by its very nature, is restricted from com- 
mitting either Association to a course of action without 
consulting their respective policy-making bodies. 
Adopted. 


35. It has been a pleasure to welcome three repre- 
sentatives of l’Association to each of the meetings of 
the Committee on Economics held this year and the 
presence of a similar representation when the Advisory 
Committee conferred with the Minister of National 
Health added greatly to the strength of the delegation. 


Adopted. 


36. The President of the C.M.A. was an honoured 
guest at the Annual Meeting of l’Association, held in 
Montreal in September 1955, and Dr. Emile Blain, the 
DaestenGenuel. represented |’Association at the official 
opening of C.M.A. House. 

Adopted. 
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37. A cordial invitation has been extended to all 
members of Jl Association des Médecins de Langue 
Francaise du Canada to attend this, the 89th Annual 
Meeting of The Canadian Medical Association and we 
oundaly acknowledge the courtesy of Union Médicale 
which lent its columns to disseminate the invitation. 


Adopted. 
PuBLic RELATIONS 


38. Your Executive Committee has received regular 
reports of the activities in the important area of public 
relations, conducted by local societies, the provincial 
Divisions and the national Committee. It is encouraging 
to observe the widespread interest of individual members 
of the profession in their own PR responsibilities and we 
are confirmed in our view that the appointment of an 
assistant secretary to guide these developments was a 
forward step. A detailed outline of public relations 
activities will be found in the Report of the Committee 
on Public Relations. 

Adopted. 


Woritp MEDICAL ASSOCIATION 


39. The Canadian Medical Association was repre- 
sented at the Ninth General Assembly of the World 
Medical Association in Vienna, September 19 to 26, by 
Dr. E. K. Lyon and Dr, A, D. Kelly. They have pre- 
sented to the Executive Committee a detailed report of 
the sessions and their reaction to the various matters 
which were presented. As always, the topic of Social 
Security loomed large in the discussions, particularly as 
the Assembly was being held in Austria, where a crisis 
had recently developed between the medical profession 
and the Social Security administration of that country. 
The report of the Social Security Committee, presented 
by Dr. Dag Knutson of Sweden, together with a personal 
contribution on “Social Security in the Field of Health 
Care”, provided the focus for discussion. Our delegates 
received the impression that the difficulties of conduct- 
ing practice under many of the social security systems 
are so great that we are fortunate in this country in 
enjoying good relationships with government in a free 
and democratic system. 

Adopted. 


40. The Tenth General Assembly of W.M.A. will be 
held in Havana, October 9 to 15, 1956, and your Execu- 
tive Committee has nominated as delegates Dr. T. C. 
Routley and Dr. G. F. Strong. 

Adopted. 


41. Preparations for the Second World Conference on 
Medical Education, to be held in Chicago during the 
first week of September 1959, are proceeding. e 
C.M.A. will be host to the General Assembly, which will 
follow, and it is now proposed that it be held in the 
province of Quebec, probably in the city of Montreal. 

Adopted. 


42. Your Executive Committee at its March meeting 
received with regret the resignation of Dr. Myron Weaver 
as Chairman of the Committee on Medical Education. 
Dr. R. C. Dickson, Professor of Medicine at Dalhousie 
University, has recently accepted the appointment of 
Chairman and it will be one of the tasks of his Committee 
to plan for Canadian participation in the Second World 
Conference on Medical Education. 

Adopted. 


43. It was reported to General Council one year ago 
that a Special Committee on International Relations had 
been set up to assist The Association in dealing with the 
many requests for information and opinions received 
from W.M.A. That Committee is Dr. R. C. Dickson, 
Dr. C. B. Stewart with Dr. Margaret Gosse as Chairman. 
The very nature of the questions addressed to us by this 
international body makes many of them very difficult, 


if not impossible, to answer in the light of conditions in 
Canada and the Special Committee has been greatly 
handicapped in its work. Your Executive Committee has 
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considered extending the membership of the Committee 

to include Divisional representatives but the nebulous 4 
character of the issues and the difficulty of informing 
Committee members of the requirements, have made this 
development 
Committee or nucleus continues to give consideration to 
the problem concerned, and such assistance to our central 
office as we require. 


44, 


The Canadian Sup 
World Medical Association 


impracticable. Meanwhile, the original 


Adopted. 


rting Committee to the 
as again been the recipient 


of donations of $1,000 each from the Canadian Pharma- 
ceutical Manufacturers Association and The Canadian 
Medical Association. Individual memberships at $10.00 
per year are available to interested individuals and 143 


such 


members are currently enrolled. The only major 


expenditure of the funds of the Supporting Committee 
this year has consisted in underwriting the expenses of 
Dr. Routley, the Consultant General, in attending the 
meeting of Council of W.M.A. in Cologne in May, It 
is the hope of the Supporting Committee that its re- 
sources will soon permit the dispatch of a Canadian 
teacher or teachers to areas of need identified by W.M.A. 


45. 


Adopted. 


CONCLUSION 


Your Executive would record its ein of 
the faithful service rendered by our hea 


quarters staff 


both lay and medical during the year. Our secretariat in 


its varied and ever-widenin 


activities is distinguished 


by a most commendable vitality and ability. The success 
of our journal, in both editorial and advertising depart- 
ments, is the reflection of the high degree. of professional 
competence which characterizes its staff. 


46. 


Adopted. 


The bringing of all these activities under one roof 


and the holding of our Executive meetings there have 
given opportunity to appreciate the harmonious efficiency 


with w 


ich those important services are performed. 


All of which is respectfully submitted. 


NORMAN H. GOSSE, 
Chairman. 
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A. Turnbull, Vancouver 

. M. Parsons, Red Deer 

. E. Werthenbach, Unity 

. W. Richardson, Winnipeg 
. M. Mitchell, Sudbury 


M. O. Klotz, Ottawa 


C. C. Dawson, Peterborough 


G. W. Halpenny, Montreal 
W. deM. Scriver, Montreal 
C. L. Gass, Sackville 


. G. MacLeod, Dartmouth 


W. J. P. MacMillan, Charlottetown 
John A, Walsh, Manuels 
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It was moved by Dr. N. H. Gosse, 
seconded by Dr. H. T. Ewart, 
THAT the Report of the Executive Committee, 
as amended, be adopted. 
Carried. 
Dr. W. deM. Scriver relinquished the chair and 
Dr. N. H. Gosse assumed the post of presiding officer 
for the subsequent sessions of the General Council. 


REPORT OF THE HONORARY 
TREASURER 


Mr. Chairman and Members of General Council: 


47. I beg to submit the financial report for the year 
ending December 3lst, 1955 as audited by Messrs. 
McDonald, Currie and Company, together with a brief 
report from the Finance Committee and comments on 
certain items of Revenue and Expenditure. 


ASSETS 


48. As at December 3lst, 1955, the total assets of 
The Association were $630,593.78, divided as follows: 


CO. a:ccdstnungaxvs $ 67,671.76 


Accounts Receivable . 17,423.77 
Deposit—Trans-Canada 

Aig Lines ....0- 425.00 
Investments ........ 280,678.60 
Prepaid Expense .... 13.50 
Fixed Assets ........ 183,950.40 
Tee FOE saa cnx ns 80,430.75 


$630,593.78 





49. — By comparison with the 1954 statement, you will 
note that the relatively large cash surplus was applied 
to the purchase of the Association Home. When the 
revenue from bonds maturing during the year was 
added to this surplus the amount was adequate to meet 
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the costs of purchasing the property, repairs and equip- 
ment—a total of $183,950.40. It is your Treasurer’s view 
that this property will prove to be a shrewd financial 
outlay in addition to the other obvious advantages. 


50. It is a pleasure to note that increased advertis- 
ing revenue has met the costs of publishing the Journal 
twice monthly, thus avoiding the necessity of calling 
upon reserve funds to meet the expected deficit. 


REVENUE AND EXPENDITURE 


51. I have prepared, for your consideration, a con- 
densed comparative statement of Revenue and Expen- 
diture for the year 1955 together with the Budget for 
a and 1956, so that you may compare the figures. 


2. Revenue: Revenue for the year 1955 was con- 
a higher than for the previous year, $532,895.06 
as compared with $397,300.00 in the fiscal year 1954. 
This increase in revenue was due almost entirely to 
three items: 


Pe ee $84,888.85 
Membership Fees .......... 8,418.84 
Annual Meeting ............ 51,240.00 


53. Expenditures: Expenditures were up sharply 
from the previous year— 
er $56,976.83 
eee ree 16,206.19 


These two items constitute most of the increase 

in operating costs. The net increase of revenue over 
expenditure for the year was $116,528.88 It should be 
remembered that approximately half of this amount re- 
sulted from extraordinary revenue—namely the B.M.A.- 
C.M.A. meeting. 
54, The General Council should realize that it is 
engaged in a half million dollar yearly venture and that 
$50,000 represents only about 10% of the gross amount. 
It would seem to be sound to maintain this as a reason- 
ably safe margin upon which to operate. 


RECOMMENDATION OF FINANCE COMMITTEE 


55. Because of the relatively large surplus for 1955, 
in a great measure due to extraordinary revenue from 


56. CoMPARATIVE STATEMENT OF REVENUE AND EXPENDITURE—GENERAL FuND 
For THE YEAR ENpiInG DEcEMBER 31, 1955 AND CONDENSED BUDGET FOR THE YEARS 1955 AND 1956 























1955 Budget 1955 Actual 1956 Budget 
Revenue: 
Ps nie cick ak tadtudiw aes $190,000.00 $259,776.31 $240,000.00 
pe 2 ee re 175,000.00 184,948.50 183,000.00 
EE ee er 7,000.00 11,337.65 9,000.00 
pe eee eer CC rrr Te 10,000.00 58,012.89 10,000.00 
a Pe rrr errs 13,000.00 16,572.65 15,000.00 
Journal and Reprint Sales........... 2,300.00 2,190.16 2,300.00 
WN head een ines ts aera eae 56.90 
—————_ $397,300.00 $532,895.06 $459,300.00 

Expenditure: 
Editorial Office: 
Er er ee ree rer $49,800.00 $48,798.98 $43,640.00 
ree ee ee 160,000.00 169,859.87 175,000.00 
Ce reer rere Terre 31,550.00 30,357.26 39,450.00 

$241,350.00 —— $249,016.11 ———————_ $258,090.00 
General Secretary’s Office: 
| EP Orton s, Serre $45,070.00 $50,241.96 $58,080.00 
MM Sica hee Ven swe e hes Cea 43,000.00 22,062.55 43,000.00 
i 30,760.00 35,640.32 39,900.00 
PG 5 ove h haac nds sa eu nt 9,000.00 3,584.83 7,400.00 
Hospital Accreditation.............. 16,000.00 16,436.64 16,000.00 
Oe ree ree 22,500.00 20,306.19 20,000.00 
Medical Economics................. 4,000.00 4,544.58 ,000.00 
Postgraduate Education ............ 5,000.00 14,533.00 15,000.00 

$175,330.00 —— $167,350.07 $203,880.00 

$416,680.00 $416,366.18 $461,970.00 











EXCESS OF REVENUE OVER EXPENDITURE .......... $116,528.88 
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STATEMENT No. 1 
BALANCE SHEET AS AT 31 DECEMBER 1955 


ASSETS LIABILITIES 
GENERAL FuND 








PR Gencecho tobe eank es & $67,671.76 Revenue received in advance— 
ae 2 me Se , Subscriptions—1956-1957............. $9,654.01 
vertising and journa : cae Fs 
re $18,044.30 Membership fees—1956-1957.......... 1,236.50 $10,800.51 
SOND mao ois aim susvare so, Fe 179.47 : , 
$18,223.77 
Provision for doubtful 
GRAN sin sae ne nes 800.00 Accounts payable and accrued liabilities. .. 3,671.35 
—————_ $17,423.77 
~— Cc la Airli 425.00 
Scania ee a age faete e : Reserve for contingencies............... 100,426.01 
Schedule ‘‘A’’(quoted 
market value $273,273.25).. 280,678.60 
Prepaid expense............ 18.50 Surplus—31st December 1954 ........... 318,646.28 
Fixed assets—at cost less 
accumulated depreciation— 
Land and building... . 162,610.10 
Furniture and Excess of revenue over expenditure for the 
equipment ......... 21,340.30 year—Statement No. 2............... 116,528.88 
—————— 183,950.40 —————_. 485,175.16 
$550,163.03 $550,163.03 


Trust Funps 
RR iis Si oemeia case cae es 3,692.43 
Due from The Royal Trust 
eS ee re 4,993.75 
Investments—at cost— + 
Schedule ‘‘A’’ (quoted 
market value $34,837.88) 35,605.20 








44,291.38 Revenue and capital—Statement No. 4... 44,291.38 


CANCER FuND 


PE ck nied nadeh eee ces 2,261.83 


Investments—at cost— 

Schedule ‘‘A’’ (quoted 
market value $10,874.60) 11,100.00 
——_ 13,361.83 Balance—Statement No. 5.............. 13,361.83 


RETIREMENT ALLOWANCE FuND 


SOR a Sig cea ta dmaae 2,562.50 


Investments—at cost— 
Schedule ‘‘A’’ (quoted 


market value $20,452.00). . 20,215.04 
—_ 22,777.54 Balance—Statement No. 5.............. 22,777.54 
$630,593.78 $630,593.78 
get lg See ae eae 


STATEMENT No. 2 


REVENUE AND EXPENDITURE—GENERAL FuND For THE YEAR ENDED 31st DECEMBER 1955 


Revenue: Canadian Associ- 


. ation of Medical 
Membership fees.............. $184,948.50 Ststents and 
Investment revenue and 


’ WS vticachs 500.00 
bank interest.............. 11,337.65 ——— 20,306.19 
Annual Meeting— Postgraduate education ....... 14,533.00 
Statement No. 3........... 58,012.89 Medical Economics............ 4,544.58 
Formulary sales............... 56.90 —nnonmeeen GGT SOG 
——_——— $254,355.94 ee 
Expenditure: Net Revenue from Journal Operations: oe 
General Secretary’s office— Revenue 
Schedule NF ip se eeN Kee on 102,318.92 Advertising eps $259,776.31 
Travelling—Schedule “B’’...... 22,062.55 Subscriptions.... 16,572.65 
Administrative—Schedule “B”.. 3,584.83 — and 
Special grants— special reprint 
Trans-Canada Medical Plans— sales........... 2,190.16 
Grant ineluding E : ————— $278,539.12 
accommodation $9,806.19 xpenditure 
College of General Editorial office—Schedule “‘B’”’ 249,016.11 29,523.01 


Practice of 
Canada... ..:...4 10,000.00 Excess of revenue over expenditure for the year. $116,528.88 
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the conjoint Annual Meeting, a suggestion was made by 
the Royal Trust Company that a substantial part should 
be transferred to the Capital Account. It was suggested 
that a portion might be invested in high-class mort- 
gages and the balance in callable Royal Trust Security 
notes, thus increasing the revenue therefrom. After care- 
ful consideration of the net increase in revenue to The 
Association, it was decided to recommend that the policy 
of investing only in Government and Industrial bonds be 
continued. This recommendation was supported by your 
Executive Committee. The suggestion that the balance 
as a reserve for increased current expenditure be in- 
vested in Royal Trust Security notes which could be 
cashed at any time, was approved. 


All of which is respectfully submitted. 


E. S. MILLS, 
Honorary Treasurer. 


Aupirors’ REPORT 


57. We have examined the balance sheet of The 
Canadian Medical Association as at 3lst December 1955 
and the statement of revenue and expenditure—general 
fund for the year ended on that date and have obtained 
all the information and explanations we have required. 
Our examination included a general review of the ac- 
counting procedures and such tests of accounting records 
and other supporting evidence as we considered neces- 
sary in the circumstances, 


In our opinion, the accompanying balance sheet 
and statement of revenue and expenditure—general fund 
are properly drawn up so as to exhibit a true and cor- 
rect view of the state of the affairs of The Canadian 
Medical Association as at 3lst December 1955 and the 
results of its operations for the year ended on that date, 
according to the best of our information and the ex- 
planations given to us and as shown by the books of 


The Association. 
McDONALD, CURRIE & CO. 


Chartered Accountants. 
Toronto, 14th March 1956. 


In discussing his report Dr. Mills referred to the 
grant to the Divisions for postgraduate education made 
for the first time in 1955. He indicated that budgetary 
provision had been made for an expenditure of $15,000. 
for this purpose and that the Executive Committee 
would authorize that the offer be renewed on the same 
terms. 


It was suggested from the floor that the budget 
might be drawn up more realistically to reflect the 
anticipated revenue and expenditure. Dr. Mills explained 
that the Budget Committee was appointed at the autumn 
meeting of the Executive Committee and that they 
undertook their work several months before the actual 
revenues could be determined. He agreed that a sup- 
plementary budget prepared just prior to the printing 
of the Reports for the General Council could be pre- 
pared with greater accuracy and that this would be 
undertaken in future. 

The Honorary Treasurer stated that it had come 
to his attention that certain members of the General 
Council felt that the General Council rather than the 
Executive Committee should appoint the auditors of 
The Association. He pointed out that the By-Laws made 
this a duty of the Executive Committee but that if any 
change were to be made the time appeared opportune. 


It was moved by Dr. G. F. Strong, 
seconded by Dr. E. W. Boak, 


THAT this General Council recommend to the 
Committee on By-Laws that the section of the 
By-Law dealing with the appointment of the 
auditors be changed to name the General Council 
the appointers of the auditors. 

Not Carried. 
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It was moved by Dr. E. S. Mills, 
seconded by Dr. W. deM. Scriver, 


THAT the Report of the Honorary Treasurer, as 
amended, be adopted. 
Carried. 


NOMINATIONS AND ELECTIONS 


The General Secretary called attention to the 
provisions of Chapter XI of the By-Laws relative to the 
election of the Nominating Committee and reported that 
he had received in writing the following nominations 
from the Divisions: 

Dr. E. W. Boak, Victoria, B.C.; Dr. A. A. Haig, 
Lethbridge, Alta.; Dr. C. L. Tisdale, Prince Albert, 
Sask.; Dr. Ruvin Lyons, Winnipeg, Man.; Dr. M. O. 
Klotz, Ottawa, Ont.; Dr. Arthur Powers, Hull, Que.; 
Dr. A. F. VanWart, Fredericton, N.B.; Dr. C. G. Harries, 
New Glasgow, N.S. 

The members so nominated being present, they 
were declared elected to the Nominating Committee. 
The nominees of the Prince Edward Island and New- 
foundland Divisions not being present, it was necessary 
to fill the vacancies by resolution from the floor and 
Dr. W. J. P. MacMillan and Dr. Cluny Macpherson 
were elected to represent the Prince Edward Island and 
Newfoundland Divisions respectively. 

The Report of the Nominating Committee was 
presented as follows to the second session of the General 
Council on Tuesday, June 12th. 

The Nominating Committee met at 5.15 p.m. on 
Monday, June 11th, in the Chéteau Frontenac, Quebec. 
The President, Dr. T. C. Routley, was in the chair and 
all members of the Committee were present. Under the 
provisions of the By-Laws, Chapter XI, Section 3, your 
Committee desires to nominate the following for the 
offices indicated: 

1. For the office of President-Elect—Dr. M. A. R. 
Young, Lamont, Alberta. 

2. For the office of Chairman of the General Council 
—Dr. Norman H. Gosse, Halifax, N.S. 

3. For the office of Honorary Treasurer—Dr. E. S. 
Mills, Montreal, P.Q. 

4, An Executive Committee comprising the follow- 
ing Divisional representatives and the alternates: 
British Columbia—Dr. F. A. Turnbull, Vancouver 

alternate, Dr. G. C. Johnston, Vancouver 

Alberta—Dr. R. M. Parsons, Red Deer 

alternate, Dr. A. A. Haig, Lethbridge 

Saskatchewan—Dr. C. L. Tisdale, Prince Albert 

alternate, Dr. E. R. Stewardson, Moose Jaw 

Manitoba—Dr. R. W. Richardson, Winnipeg 

alternate, Dr. A. M. Goodwin, Winnipeg 

Ontario—Dr. J. C. C. Dawson, Peterborough 

Dr. M. O. Klotz, Ottawa 
Dr. M. S. Douglas, Windsor 
alternate, Dr. H. T. Ewart, Hamilton 

Quebec—Dr. G. W. Halpenny, Montreal 

Dr. T. J. Quintin, Sherbrooke 
alternate, Dr. Arthur Powers, Hull 

New Brunswick—Dr. G. M. White, Saint John 

alternate, Dr. Paul Melanson, Moncton 

Nova Scotia—Dr. A. G. MacLeod, Dartmouth 

alternate, Dr. R. O. Jones, Halifax 

Prince Edward Island—Dr. W. J. P. MacMillan, 

Charlottetown 
alternate, Dr. J. A. McMillan, Charlottetown 

Newfoundland—Dr. C. D. Kean, St. John’s 

alternate, Dr. J. A. McNamara, St. John’s 


On receiving the recommendations of the Nomi- 
nating Committee, the Chairman of the General Council 
invited nominations from the floor for each position in 
turn. As no further nominations were made, the General 
Secretary was instructed to cast a ballot for the election 
of the gentlemen named. They were declared to be 
constitutionally elected. 

Dr. Young, Dr. Gosse and Dr. Mills expressed 
briefly their thanks for their election to their respective 
offices and pledged their intention to carry out the duties 
to the best of their ability. 
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REPORT OF THE MANAGING 
EDITOR 


Mr. Chairman and Members of General Council: 


58. It will be recalled that the twice-a-month 
Journal began with the first issue in January 1955, so 
that this report deals with the business side of the “new” 
Journal for its first year. 


59. It will also be recalled that, in reporting to you 
last year, it was pointed out that the venture upon 
which The Association had embarked was a costly one 
and, as it might take some time to secure additional ad- 
vertising to keep pace with greatly increased costs, The 
Association should be prepared to meet a deficit of any- 
thing up to $35,000 in the first year, and perhaps a 
continuing deficit of a lesser amount each year for a 
further one or two years. It was confidently believed 
that in due season the Journal would be out of the red 
and producing some profits, but how soon was very 
difficult to predict. 


60. It is, therefore, with considerable satisfaction that 
we are in a position to report that we bettered our 
anticipated financial position for the year some 
$65,000. In other words, instead of incurring a deficit of 
$35,000, we showed a profit of approximately $30,000. 
This is due mainly to the fact that the advertisers re- 
sponded more quickly to the twice-a-month Journal than 
we had anticipated; while costs which mounted consid- 
erably were held to a level which permitted us to show 
a modest profit. 


61. REVENUE AND EXPENDITURE—C.M.A.J. 
Revenue 1954 1955 
NE 6s vce cia tae $174,887 $259,776 
Subscriptions............. 15,754 16,573 
Reprints and sundry sales. . 3,222 2,190 
ite cncincieees $193,863 $278,539 


(an increase of 43.7%) 


Expenditure 


ia ata tlie aici ig dat $112,883 $169,860 
NE oer 33,074 48,799 
Other (Agents, Audit, 
Office, General)......... 27,473 30,357 
SI scnderideaothes $173,430 $249,016 


(an increase of 43.1%) 


Excess of Revenue over 


Expenditure............ $20,433 $29,523 
Total number of Advertising 
eee rrr 1,149 1,505 


(an increase of 31%) 


Total number of Copies 
Pike tknenaerces 155,605 327,383 


(an increase of 110.4%) 


62. On the business side, the twice-a-month Journal 
has had a most auspicious beginning and the outlook 
for 1956, as of this date, is promising. Of course it must 
not be overlooked that the main reason for the Journal’s 
success, indeed the success of any publication, is its 
editorial content and reader acceptance. 


63. Judging by the comments which have come to 
your Managing Editor during the year from all parts of 
Canada, the Journal is highly appreciated by readers and 
advertisers, and shows every likelihood of keeping pace 
with the country’s growth and prosperity. 


64. In due season thought will have to be given to 
the idea of producing our Journal weekly. And that time 
may not be far distant. Your Editor and Managing Editor 
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have not been unmindful of this possibility but have not, 
as yet, any recommendation to bring to General Council. 
In closing this report I would like to express my 
personal appreciation to the staff for their excellent 
co-operation. 
All of which is respectfully submitted, 
T. C. ROUTLEY, 
Managing Editor. 
Adopted. 
Several members of the General Council com- 
mended the staff of the Canadian Medical Association 
Journal for their success in converting the publication 
from one which only a few years ago showed an annual 
deficit to one which produces revenue for The Asso- 
ciation. 


REPORT OF THE EDITOR 


Mr. Chairman and Members of General Council: 


65. This is the first time that I have had the privilege 
of presenting the report of the Editor of the Canadian 
Medical Association Journal to this we I am very 
sensible of the privilege it is to have charge of your 
Journal and hope that you will not hesitate to offer 
criticism of this report in subsequent discussion. 


66. At the last Annual Meeting the transfer of the 
Canadian Medical Association os activities to To- 
ronto had just been completed. During the past year 
your Editor has benefited greatly as a newcomer from 
his proximity to the Does ieak General Secretary and 
Assistant Secretaries, who have been frequently con- 
sulted and who have been invariably helpful on matters 
where the Editor’s knowledge was deficient. 


67. The routine of twice-a-month production of the 
proms has become well established, and the team 
eaded by the assistant editor, Mr. Randall, is operatin 
smoothly and getting the Journal out on time. It shoul 
be stressed that the Journal has not simply been cut in 
half, printing the same number of pages per month. The 
total number of pages per month has greatly increased, 
and we are now able to give much more space to news 
coverage—a proper function of a national medical 
journal. 
68. The special number on medical education in 
Canada (July 15, 1955) has received some favourable 
comment, and it is proposed to arrange for another sim- 
ilar number in the summer of 1957. The Montreal Gen- 
eral Hospital special number (November 15, 1955) was 
also well received. All the originals in this issue were 
contributed by persons connected with this historic in- 
stitution. 


Original Articles 


69. The increase in medical research—both clinical 
and laboratory—in Canada is reflected in an increase in 
the number of papers on original investigation submitted 
nowadays. In spite of a heavier rejection rate, there still 
remains difficulty in finding room for all the original 
work which deserves a hearing in our national journal. 
This is a healthy and encouraging situation. 


Review Articles 


70. Your Editor is conscious of the need for reviewing 
from time to time fields of medicine in which there has 
been significant progress recently. He therefore keeps in 
as close touch with the significant medical literature 
elsewhere as time will permit, and has been able to 
suggest to colleagues suitable subjects for review and 
secure both longer articles and editorial comments from 
persons competent to write a critical appreciation of the 
subject in question, This service to the membership 
should and will be expanded. Thanks are due to the 
authors who have helped us. 


Editorials and Editorial Comments 


71. The policy has been continued of bringing before 
the membership topical issues—scientific, medico-social 
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and organizational—in the editorial columns. This section 
should form one of the four main facets of continuing 
education through the Journal, the other three being 
review articles, abstracts and short notes. 


Medical News: Abstracts 


72. An attempt has been made recently to help the 
busy practitioner to keep in touch with scientific medical 
literature outside Canada by starting a new section 
headed “Medical News in Brief” and continuing this into 
the old “News and Notes” section at the back of the 
Journal. This section should supplement the well- 
established section of abstracts, and is designed for very 
quick reading. The April 15 issue, for example, con- 
tained 23 such items, which together with 14 longer ab- 
stracts seems a fair allocation of space. Thanks go out 
again to our abstracters who faithfully keep us supplied 
with summaries of articles from a series of selected 
medical journals in the U.S.A. and elsewhere. 


Association News and Medical Meetings 


73. With the new frequency of publication it has 
been possible to give greater prominence to reports of 
Association activities and medical meetings in Canada 
and abroad. There is still a need for volunteer reporters 
of such meetings. The Editor is always glad to hear from 
members attending meetings outside Canada and willing 
to report them briefly for the Journal. 


Correspondence 


74. The correspondence columns have been livelier 
of late. More letters have been published than ever be- 
fore. This again is a welcome sign and an indication that 
the Journal is being read more carefully, even if the 
readers disagree with the contents. 


Provincial News 


75. Two new provincial correspondents have been 
recruited since last year—Dr. W. K. House of Nova 
Scotia, and Dr. W. B. Parsons of Alberta. We welcome 
them as most important links between the national and 
provincial levels of medicine. Two provinces, unfor- 
tunately, continue to keep their medical activities a 
secret, 


Annual Meeting 


76. The Journal made an effort to report events at 
the last annual meeting fairly fully and fairly quickly. 
Ten pages of the July 1 issue were kept until the last 
minute for reports from the annual meeting. This year 
it has been possible to stimulate interest in the present 
annual meeting by a series of publicity items printed 
in each issue from February through to May. Again, as 
comprehensive reporting of this annual meeting as lim- 
ited man-power permits will be done, so that the record 
may be easily available to our descendants, and our 
activities at this meeting may be read by colleagues 
across Canada and elsewhere who are unable to be with 
us. 


Thoughts for the Future 


77. Your Managing Editor has made some reference 
to the possibility that at some future date this Journal 
will go into weekly production, There is no doubt in my 
mind that the time will come when Canadian medicine 
will be satisfied with nothing less. Another thought has 
been in my mind and has. been discussed with your 
Managing Editor. It is the question of specialist publica- 
tions. Certain specialist groups in Canada are thinking 
of a medium for publication of articles not entirely 
suitable for the general reader and tending at present to 
filter through to specialist journals in the United States 
of America. It is our feeling that The Canadian Medical 
Association should be prepared to give sympathetic con- 
sideration to requests from national specialist groups 
wishing to embark on publication, with the understand- 
ing that the group is fully aware of the financial ob- 
ligations involved in launching a journal and has given 
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some thought to meeting them. Any group contem- 
plating such action should also be fully aware that the 
pattern of specialist journals in other Anglo-Saxon 
countries differs from that of general medical journals 
in that much of the work load is carried by an active 
board of specialists, the publisher supplying mainly 
technical knowledge of production processes. 
All of which is respectfully submitted, 


S. S. B. GILDER, 
Editor. 
Adopted. 


Speaking to his report, Dr. Gilder expressed his 
appreciation for the reception which he had experienced 
since coming to Canada. In particular he thanked his 
predecessor, Dr. H. E. MacDermot, the members of the 
Editorial Board and the doctors in all parts of the coun- 
try with whom he has had dealings in the course of 
his work. 

Dr. MacDermot in a felicitous speech expressed 
the view that our Journal under Dr. Gilder’s direction 
is in excellent hands and that the improvements could 
not fail to be apparent to readers. He referred to the 
abundance of material for publication which is now 
being offered and indicated his concern that we provide 
a Canadian outlet for the work of high quality which is 
being produced. The establishment of one or more 
journals in special fields appears to be an obvious solu- 
tion. He stressed the need for a medical assistant editor 
to avoid overburdening the Editor. 


REPORT OF THE C.M.A. 
REPRESENTATIVE ON THE 
JOINT COMMISSION ON 
ACCREDITATION OF HOSPITALS 


Mr. Chairman and Members of General Council: 


78. Since General Council last met there have been 
two meetings of the Joint Commission on Accreditation 
of Hospitals, one in November 1955 and one in January 
1956. In addition to the routine business conducted at 
these meetings most of the time of the Commissioners 
has been spent on completing the revision of the Stan- 
dards of Accreditation which we started last year. These 
changes have now been completely agreed upon and 
have become part of the recently published “Standards 
for Hospital Accreditation”. 


79. There have been five major changes made, ail 
of which have been brought about in an attempt to keep 
~ with changing medical and hospital practice, always 

eeping in mind simplification, in order that the small 
hospital as well as the large one can meet these stan- 
dards. One major change, which is of interest, is that a 
written plan for the reception and care of mass casual- 
ties is an added requirement. This falls in line with the 
campaign by our own Federal Government for disaster 
planning in hospitals and should prove no hardship on 
any hospital and, when properly instituted and organized, 
should prove an advantage to that hospital and the com- 
munity which it serves. 


80. In addition to the changes made in the Standards 
for Hospital Accreditation, changes have also been made 
in the survey report forms. These forms are filled out by 
the Administrator of the hospital and also by the sur- 
veyor in an attempt to collect information about the 
hospital, the extent of services rendered, the methods 
of procedures, facilities, and personnel, present in any 
given hospital. These survey forms then form the basis 
for the evaluation by the director and the Board of 
Commissioners as to the suitability of a given hospital 
for accreditation. Under the old system this was done on 
a point rating basis. However, the Board of Commis- 
sioners has become increasingly aware of the fact that 
the use of a quantitative numerical score to measure 
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quality of patient care can often produce distorted values. 
Under the new forms the surveyor indicates for each 
department or service whether, in his opinion, it should 
be fully accredited, provisionally accredited, or not 
accredited, The aggregate of these will, with each de- 
partment significantly considered, determine the over-all 
outcome. 


81. In the event a hospital questions the validity of a 
surveyor report resulting in no accreditation, the By-laws 
of the Joint Commission on Accreditation of Hospitals 
provide that the hospital shall, upon written request, be 
entitled to a hearing thereon before the Board of Com- 
missioners or a Sub-Committee thereof designated by 
the Board for that purpose. 

During 1955 there was set up by the American 
Medical Association a committee, known as the Stover 
Committee, to study the operation of the Joint Com- 
mission on Accreditation. This was, I believe, brought 
about by the fact there were certain factions in the 
American Medical Association who felt that the A.M.A. 
would like to review the operation of the Joint Commis- 
sion to date. This Committee has met on several occa- 
sions and Canadian medicine was asked to send a repre- 
sentative to that Committee. This was not feasible but 
Dr. A. D. Kelly, the General Secretary, submitted a 
detailed written opinion, that as far as we were aware 
the Canadian medical profession was well satisfied with 
the work of the Joint Commission. The Stover Committee 
has not yet reported to the American Medical Associa- 
tion on its findings. 


82. One occasionally hears criticism of the program 
of the a Commission that it is only suitable for large 
hospitals. It might be interesting to know that during 
1955 the Joint Commission issued full accreditation to 
one hospital who only has one member on its staff. This 
hospital was a small hospital of approximately 25 beds 
with a one-man staff. Although it is quite obvious that 
this hospital could not have the usual committees, which 
are suggested in the Standards on Accreditation, yet 
when the surveyor evaluated this hospital he found the 
work so satisfactory that the Board of Commissioners 
had no hesitation in issuing full accreditation. This 
should be of some encouragement to smaller hospitals 
who feel that because of their size they are barred 
from meeting the standards of accreditation of the Joint 
Commission. 


83. Surveys in 1955 covered not only hospitals in the 
United States and Canada but Alaska, Canal Zone, 
Hawaii, Brazil, Germany, Mexico, and the West Indies. 


The following table shows the result of this 
survey. 


TABLE I. 
NUMBER OF HospPITALS SURVEYED 1955 
Total FA PA NA 


Total .... 1878 883 310 185 
United States 1204 773 272 159 
Alaska ..... 9 3 6 
Canal Zone . 1 1 
Hawaii .... 20 ll 4 5 
Canada .... 136 87 34 15 
Foreign 

Brazil ... 1 1 

Germany . 5 5 

Mexico .. 1 1 

W. Indies 1 1 


84. The Canadian Medical Association’s share of the 
expenditures of the Joint Commission for 1955 was 
$4,660.50 and is $5,682.50 for 1956. 


85. Dr. Newell Philpott retired as Chairman of the 
Commission on December 31, and has been succeeded 
by Dr. LeRoy Sloan of Chicago. Canadian members of 
the Joint Commission in addition to The Canadian 
Medical Association representative, are Dr. Walter Mc- 
Kenzie, the Canadian representative of the American 
College of Surgeons, and Judge George of Morden, 
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Man., the Canadian representative of the American Hos- 
pital Association. 


Observations: 


86. The Joint Commission on Accreditation of Hos- 
pitals has continued to function smoothly during the past 
year and the various component organizations have con- 
tinued to give local support to the Commission, and any 
distrust and jealousies which characterized the early 
formation of the Joint Commission have seemingly com- 
pletely disappeared and the component members of the 
Joint Commission have become solidly united with a 
common purpose—the improvement of the medical and 
hospital care to the people of the United States and 
Canada. 


87. I would like to again call your attention to the 
voluntary nature of hospital accreditation. One occasion- 
ally hears comments that certain things have to be done 
in a hospital because of the Joint Commission’s rulings. 
I would like to point out that no hospital in either 
Canada or the United States is obliged to seek approval 
of the Joint Commission. 


88. On the other hand, a hospital which has been sur- 
veyed and approved by the Joint Commission must 
derive satisfaction from the fact that having voluntarily 
met the standards set up by a non-political organization 
their hospital has been found tc be giving good care 
to its patients. It has been a common observation that a 
hospital once approved attempts to maintain and even 
improve their standard of patient care. The Joint Com- 
mission and its surveyors stand ready at all times to 
assist hospitals in meeting the standards required for 
approval. 


89. I would again recommend that The Canadian 
Medical Association continue its support of the Joint 
Commission during the coming year. 


All of which is respectfully submitted, 
E. K. LYON, 


C.M.A. Representative. 
Adopted. 


REPORT OF THE COMMITTEE ON 
HOSPITAL SERVICE AND 
ACCREDITATION 


Mr. Chairman and Members of General Council: 


90. The sixth meeting of the Canadian Commission on 
Hospital Accreditation was held at 150 St. George St., 
Toronto, on December 10, 1955. The following members 
of The Canadian Medical Association, comprising the 
C.M.A., representatives on this Commission, were present: 
Dr. E. K. Lyon, Dr. D. A. Thompson, Dr. A. M. Good- 
win, Dr. N. W. Philpott. The following points will illus- 
trate the actions taken by the Canadian Commission at 
this meeting: 
PUBLICITY 


91. You will recall that it was reported to you 
in 1955 that a publicity campaign had been under- 
taken by the Canadian Commission on Hospital Accre- 
ditation and a letter had been sent to all hospitals in 
Canada of 25 beds and over, calling to their attention 
the availability of the survey service. This letter was 
sent out to 332 hospitals and resulted in a corisiderable 
number of inquiries regarding the program. However, 
as will be noticed by the tables appended to the end 
of this report, the over-all results of that publicity cam- 
paign were not too gratifying in that only a very small 
number of hospitals requested an initial survey. How- 
ever, one gratifying by-product of this publicity cam- 
paign has been the requests for our surveyors to attend 
numerous meetings of hospital boards, medical staffs, 
and conferences with hospital administrators. Two mem- 
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bers of your special committee attended the biennial 
meeting of the Canadian Hospital Association and spoke 
on accreditation and the chairman of your special com- 
mittee was one of the guest speakers and took part in 
a round table conference at the annual meeting of the 
Comité des Hépitaux du Québec in Montreal. 


SERVICE OF CANADIAN COMMISSION TO ITS MEMBER 
ORGANIZATIONS 


92. As was pointed out in our last report, the Cana- 
dian Commission has continued to assess hospitals for 
The Canadian Medical Association intern training pro- 
gram, The same service has been rendered to the 
Royal College of Physicians and Surgeons of Canada and 
last year 13 surveys were done for the Royal College in 
connection with their graduate training program. 


STAFF 


93. Dr. Karl E. Hollis and Dr. J. J. Laurier acted as 
the surveyors for the Canadian Commission during 1955. 
Early in 1956 Dr. Laurier asked the Canadian Commis- 
sion to accept his resignation owing to pressure of 
private business. This was accepted with regret as Dr. 
Laurier had rendered good service to the Commission, 
particularly in those hospitals requiring a bilingual sur- 
veyor. The Canadian Commission considers itself for- 
tunate in having been able to replace Dr. Laurier with 
Dr. Marcel Langlois. Dr. Langlois is a man with wide 
experience in the practice of medicine and hospital ad- 
ministration and should prove a very valuable addition 
to the surveyor staff. Mrs. Schiller, who had acted as 
secretary to the Canadian Commission, also tendered her 
resignation to become effective early in 1956 and at the 
last meeting of the Canadian Commission it was decided 
to engage a bilingual secretary as a replacement. We 
have ca very fortunate in securing the services of an 
excellent bilingual secretary and this fact has materially 
assisted the Canadian Commission in dealing with cor- 
respondence in both the French and English languages. 
It was the decision of the Canadian Commission that 
Dr. Hollis should be free to spend more time in the 
office in Toronto to deal with increasing correspondence 
and matters pertaining to the day-to-day working 
of the Canadian Commission. Dr. Hollis has been 
designated as the Director of the Canadian Commission 
on Hospital Accreditation and although he will continue 
to carry a large burden of the survey work it is hoped 
that he will be able to spend more time in the central 
office and give more personal attention to those in- 
quiries coming from hospitals across Canada. Much 
thought has been given to increasing the surveyor staff 
but it has been the opinion to date that until such 
time as more hospitals in Canada request surveys our 
staff is adequate. 


94, FINANCIAL STATEMENT—CANADIAN 
COMMISSION ON HosPpiIrAL ACCREDITATION FOR 
YEAR ENDING DECEMBER 31, 1955. 


Contributions Credit 


Canadian Hospital Association $12,500.00 
Canadian Medical Association 10,000.00 


Balance 


97. TABLE I. 


STATISTICAL SUMMARY OF ACCREDITATION PROGRAM IN CANADA FoR 1955 
ACCREDITED STATUS CANADIAN HospPITALs VISITED 1953, 1954, AND 1955 


Total hospitals 
Year visite No. 
athe ten aed eRN whe wee Ke 90 
BR ott cole deat kaka eae 155 


eee eer ry eee es Ter 136 





Visited but 
F.A. P.A. N.A. not rated 
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Royal College of Physicians 


and Surgeons ............ 5,000.00 
L’Association des Médecins de 
Langue Francaise du Canada 2,500.00 
aa $30,000.00 
EXPENDITURE 
Salaries:— 
Field Representatives .... 14,000.00 
PE i saddens cebu 1,670.00 
————— $15,670.00 
i til eda ne ikd din nee wan 4,878.63 
Amemal Moetting, 1008 «ow... ccc ccecce 1,117.88 
FEET TT er Teer 213.92 
Ce PII, oo oa on cc kk wiwetnse< 916.46 
— ee 72.51 
NS iin. ohuiin du oe ata owas 287.94 
PI dea chet wetan tinastveces 147.50 
Total Expenditures ............... "$23,304.84 
EXCESS OF CONTRIBUTIONS OVER 
ES EEE? <8 bas kas Koueeawen $ 6,695.16 
= = = 
I IR ac 5s haiaioe beeeals $ 25.00 
GR Si veRieceneened 20,604.24 
| "$20,629.24 
Balance—December 3lst, 1954 ..... @... $13,994.08 


It is quite obvious from this statement that the 
financial position of the Canadian Commission on Hos- 
pital Accreditation continues to on a sound basis. 
Although the cost of operating the Canadian Commission 
will undoubtedly increase during the present year the 
Commissioners expect to end the year with a surplus. 
Our present surplus funds have been placed in a trust 
fund with the Toronto General Trust Corporation and 
are earning 242% per annum. 


HovusInGc 


95. As was reported last year, the Canadian Com- 
mission on Accreditation occupied offices with The 
Canadian Medical Association at 244 St. George St., and 
the space was donated by The Canadian Medical Asso- 
ciation. Following the removal of The Canadian Medical 
Association to 150 St. George St., the Canadian Com- 
mission have become tenants of The Canadian Medical 
Association and have been allocated satisfactory space. 
The Canadian Commission on Hospital Accreditation 
have agreed to contribute to the C.M.A. the yearly sum 
of $835 towards maintenance and services. 


OFFICERS OF THE CANADIAN COMMISSION FOR 1956 


96. Chairman—Dr. E. K. Lyon. 
Vice-Chairman—Dr. E. Thibeault. 
Honorary Treasurer—Dr. J. B. Neilson. 


Honorary Secretaries—Dr. A. D. Kelly and Dr. W. 
D. Piercey. 


Director of Canadian Commission—Dr. K. E. 
Hollis. 


% No. % No. % No. % 





No record 


66. 13 14.4 17 18.9 
7 13 8.4 
1 


7 8 
60.7 36 23.2 12 " 
63.9 34 25.0 15 11. 
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TABLE II. 

SuRVEYS BY FIELD REPRESENTATIVES 
Canadian Commission .........++eeee. 94 
American Hospital Association ........ 34 
American College of Surgeons ........ 7 
American Psychiatric Association ...... 1 

DOE. vviexewan 136 
TABLE III. 
INITIAL SURVEYS DONE IN 1954 AND 1955 AND THEIR 
STATUS 
Total 
Year Surveys F.A. PA. N.A. 
1954 23 6 9 8 
1955 32 8 13 ll 
TABLE IV. 


NuMBER OF HosprirALs ACCREDITED IN CANADA 
ACCORDING TO PROVINCE AND STATUS AS OF DECEMBER 


31, 1955 

Total F.A. P.A. 

WS ic ecannee 302 252 50 

NE tia tae 5 ue le 19 18 * 
British Columbia... a da cin a 22 19 3 
Dg. OIE wana bns cenwen’s 16 14 2 
New SBINSWACK 4 4.444.416. 64.0. wieie's 20 13 7 
i i. veud aan aaee & 5 4 1 
PN NEE on ws ga ae eA we « 28 23 5 
SOTNANIO. coca kos Shs Lb ew eR as 96 78 18 
Prince Edward Island .......... 4 3 1 
DN: Gcbecceweseeuwaeeckak’ 74 63 11 
BAskelCheWAN «x ssssee seb cxless 18 17 7 

OBSERVATIONS 


98. As was reported last year there are in Canada 
some 850 general hospitals over 25 beds which could 
be surveyed under this program. Although we have 
made some progress, in that in 1954 only 285 of these 
hospitals were approved and in 1955, 302 carry the 
stamp of approval, we are still far from reaching what 
should be our goal—approval of all hospitals in Canada. 
Perhaps we will never have all our hospitals approved 
since we live in a democracy and this is a voluntary 
program. However, it does seem we could do better in 
the future than we have in the past. What will happen to 
this program if and when Canada adopts a universal 
health program is, of course, open to conjecture. I would 
hope that we will have proven ourselves so capable of 
administering and conducting a program of accreditation 
that the accreditation and survey of our hospitals will 
be left in the hands of those people best equipped to 
do this work. I do know that the program is being keenly 
scrutinized by governments at both federal and provin- 
cial levels and perhaps governmental intervention will 
depend on hes we, as a profession, are weighed in 
the balance and found wanting. 


99. I would again like to reiterate what I said last 
year that by and large the responsibility for hospitals 
not receiving accreditation in many instances rests 
squarely on the shoulders of the medical staffs of those 
hospitals. The Canadian Commission on Hospital Ac- 
creditation is prepared to supply the necessary surveyors 
to increase our program. I am sure that the Canadian 
Commission would favourably consider ~— this 
purely a Canadian effort maintaining top level liaison 
with the corresponding program in the United States. 
At the present time, however, the volume of work, in 
the opinion of the Commissioners, does not warrant such 
a step. 


100. We must find ways and means to further interest 
the medical and hospital professions in Canada in the 
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benefits of accreditation. If this can be done, the pro- 
— will steadily progress toward its ultimate goal—the 
est medical and hospital care for the Canadian people. 


RECOMMENDATIONS 


101. I would recommend that The Canadian Medical 
Association continue to give its full support to the Cana- 
dian Commission on Hospital Accreditation. 


102. I would like to express my thanks and apprecia- 
tion to the other members of my committee, to Dr. A. 
D. Kelly, the General Secretary of The Canadian 
Medical Association, the surveyors of the Canadian Com- 
mission on Hospital Accreditation, and all those doctors 
across Canada who have assisted by word and deed in 
carrying out this work. 


All of which is respectfully submitted. 


E. K. LYON, 
Chairman, 
Adopted. 


Replying to a question concerning the ability of 
the Canadian Commission on Hospital Accreditation to 
proceed with an independent Canadian program, Dr. 
Lyon expressed the personal view that this might be 
undertaken within a year if all elements of the Canadian 
Commission were favourable. He stressed the importance 
of an adequate staff of surveyors and stated that one such 
additional field representative would be required. 


To finance an all-Canadian program it is estimated 
that $15,000 per annum of additional funds would be 
required although the first year’s operation might be 
financed from the current surplus of the Canadian Com- 
mission. Members of the Commission are still divided in 
their attitude towards seeking government contributions. 
The C.M.A. has expressed no objection to such a step 
but in deference to other opinions the Commission will 
likely seek every other avenue to supplement its re- 
sources. 


In answer to a question, Dr. Lyon stated that the 
chief interest of the American College of Surgeons now 
relates to hospitals which operate cancer clinics. As a 
consequence the surveyor of the College visited only 
seven Canadian hospitals during the year. On the other 
hand the American Hospital Association which has a 
substantial Canadian membership surveyed thirty-four 
hospitals. 


The view was expressed that we should continue 
to support the Joint Commission in order that the 
standards of accreditation should be identical in both 
countries. Dr. Lyon explained that in promoting an auto- 
nomous Canadian accrediting agency he hoped that it 
would be possible to maintain a strong liaison with the 
Joint Commission. The standards adopted would initially 
be those of the Joint Commission and at all times they 
should be as high or higher. 


It was moved by Dr. R. M. Mitchell, 
seconded by Dr. L. J. Shepley, 


THAT this General Council is in favour of an 
all-Canadian program of hospital survey and ac- 
creditation and recommends to the Executive 
Committee that this be instituted as soon as 
possible, 


AND THAT The Canadian Medical Association 
indicate to the Canadian Commission on Hospital 
Accreditation that when the latter is prepared to 
take over the whole program The Canadian Medi- 
cal Association will withdraw from the Joint 
Commission and will make available the funds 
now going to the Joint Commission, to the Cana- 
dian Commission. 


Carried. 
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REPORT OF THE COMMITTEE 
ON INCOME TAX 


Mr. Chairman and Members of General Council: 


103. Beginning early in the summer, and throughout 
the fall, the members of the committee corresponded by 
letter, and prepared a brief to be presented to the 
Minister of Finance. This brief was finalized at a meet- 
ing of the committee in Ottawa on January 5, 1956, 
and the presentation was made to the Minister of 
Finance on the following day. Your committee added 
to its numbers, Dr. Max O. Klotz of Ottawa, the Pres- 
ident of the Ontario Division, because it was felt that 
his presence in Ottawa would be helpful. He was also 
instrumental in obtaining for us counsel in the person 
of Mr. Ross Tolmie. Your committee had been author- 
ized to obtain the services of legal, or tax expert counsel, 
and in our opinion, the firm of which Mr. Tolmie was 
a member was the best we could obtain. He assisted 
in the preparation of the brief. 


104. Three requests were made in this brief. The first 
was for the restoration of the privilege of charging as 
a current expense in the year, the cost of attending 
medical conventions. The request was that this be 
legalized in the Act, rather than be subject to a decision 
of the Department of National Revenue. We requested 
the same privileges for visiting at conventions with an 
extension, under certain circumstances, and we offered 
the services of a special committee to help the Depart- 
ment in determining the correctness of any additional 
meetings or changes in type of meeting. 


105. Secondly, we renewed our request that self-em- 
ployed people, such as the members of the professions 
be allowed to deduct from the current tax, payments 
made for annuities on an approved plan similar to the 
method by which employees are allowed tax exemptions 
for payments for annuities under approved plans made 
by their companies. The request was made that both 
the employees’ and employers’ share be allowed in a 
similar amount to that of employees of corporations. 


106. The third request was that the cost of medical 
education, which really is considered to be a capital 
expenditure, the same as building to house an industry, 
should be amortized over a period of time, and be 
chargeable as an exemption over that period of time. 


107. The full text of our brief has been published in 
the Canadian Medical Association Journal. 


108. The results of your committee attending on the 
Minister of Finance have been that he has announced 
that expenses for attendance at two meetings in 
Canada will now be allowed under the Act. The cor- 
respondence which your committee has received, shows 
that this has not been entirely accepted by the pro- 
fession, and they feel that wider allowance should be 
made. In this your committee agrees, and we have sent 
several letters to the Minister requesting that before 
details of the Act finally are written, there be an en- 
largement of the terms of these allowances. Your 
committee is happy, however, to report that for the 
first time, this principle is being written into the Act 
rather than being a concession and an interpretation 
made by the Department of National Revenue. 


All of which is respectfully submitted. 
R. M. MITCHELL, 


Chairman. 
Adopted. 


Personnel of Committee: 

Dr. N. J. Blair, Vancouver 

Dr. G. E. Chalmers, Fredericton 
Dr. F. G. Allison, Winnipeg 

Dr. A. D. Kelly, Toronto 
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REPORT OF THE COMMITTEE 
ON APPROVAL OF SCHOOLS FOR 
LABORATORY TECHNOLOGISTS 


Mr. Chairman and Members of General Council: 


109. The Committee on Approval of Schools for Lab- 
oratory Technologists has consisted of the following 
members during the year 1955-56: 


Dr. J. W. Macgregor, Edmonton, Chairman 
Dr. W. L. Donohue, Toronto 

Dr. Daniel Nicholson, Winnipeg 

Dr. George Shanks, Victoria 

Dr. Jacques Olivier, Sherbrooke 

Dr. D. F. Moore, Saskatoon 


During the year, Dr. Nicholson and Dr. Shanks 
retired from the Committee, after many years of service. 
Dr. D. W. Penner of Winnipeg, and Dr. John Eden of 
Vancouver, were invited by your Chairman to fill the 
vacancies so created. 


110. Applications for approval as training centres for 
laboratory technicians were received from tive hospitals 
during the year. Three of these were approved, two 
were not approved, and the application of one hospital 
is pending. The number of hospitals approved as train- 
ing centres in Canada now stands at 73. 


111. During the year your Committee undertook a 
revision of the “Basis of Approval of Schools for 
Laboratory Technologists in Canada”, and herewith sub- 
mits the following recommendations: 


(a) That the title be changed to read “Approval of 
Schools for Laboratory Technologists in Canada”. 


(b) That the body of the text be divided under 
three headings: 


A. Method of Approval 
B. Basis for Initial Approval 
C. Basis for Continuing Approval. 


(c) That a sentence be inserted under section 2, line 
five to read “Laboratory space must provide a 
minimum of 2,000 square feet, and must be 
suitably partitioned for the various procedures 
carried out.” 


It was moved by Dr. M. O. Klotz, 
seconded by Dr. R. M. Mitchell, 


THAT this paragraph be altered in part to read 
“not less than 125 patients and space, equipment 
and ancillary facilities which in the opinion of the 
Committee are adequate for the purpose of train- 
ing medical laboratory technologists”. 

Carried. 


(d) That section 3 be changed to read “The Director 
of the Laboratory must be a graduate of a re- 
cognized medical school, and a pathologist, cer- 
tificated by the Royal College of Physicians and 
Surgeons of Canada, or other recognized certify- 
ing body, etc.” 


It was moved by Dr. M. O. Klotz, 
seconded by Dr. R. M. Mitchell, 


THAT paragraph 111(d) be altered in part to 
read “. . . and a pathologist certificated by the 
Royal College of Physicians and Surgeons of 
Canada or having comparable qualifications ap- 
proved by the Committee. He shall be in daily 
attendance for a _ sufficient time to supervise 
properly the laboratory work and teaching”. 
Carried. 
That the word “registered” in section 4, line 2, 
be changed to “full-time qualified” laboratory 
technologists, etc. 
(f) That a sentence be added to section 6, to read, 
“No student shall at any time be left to work 
independently, without supervision.” 


-_ 
@ 
— 
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(g) That section 9, paragraph 2, beginning “(A) 
General Training (Certificate A)” be changed to 
read “General Training (General Certificate) shall 
be according to the syllabus of training of the 
Canadian Society of Laboratory Technologists. 
The training shall include practical instruction 
and bench experience together with a sufficient 
number of didactic lectures in each subject, pre- 
ferably in rotation, to give the student a thorough 
grounding in principles and techniques. At least 
one examination in each subject shall be held 
during the training period.” 

(h) That under section 9, beginning “B (Special 
Training)”, that “pathological chemistry” be 
changed to “Clinical Chemistry,” and that “blood 
bank technique” be added. 


(i) That section 10, line 5, be changed by inserting 
the words “including examination results” to read 
“Such records, including examination results, etc.” 

(j) That the following paragraph be added following 
section 13, to read: 


“(C) Basis for Continuing Approval: 
(1) The basis for continuing approval shall 


be maintenance of the above standards, 
which may be assessed by: 


(a) examination results. 

(b) periodic re-inspection, as deemed advisable. 

(c) a continuing active training program not 
interrupted for more than two consecutive 
years. 


(2) The Committee reserves the right to take 
action if it is satisfied that training require- 
ments of an approved school are not being 
complied with.” 
The text of the document, with changes in- 
dicated, is reproduced as an appendix to this report. 


All of which is respectfully submitted. 
J. W. MACGREGOR, 
Chairman. 


It was moved by Dr. J. W. Macgregor, 
seconded by Dr. M. O. Klotz, 


THAT the Report of the Committee on Approval 
of Schools for Laboratory Technologists as 
amended be adopted. 


Carried. 


APPROVAL OF SCHOOLS FOR LABORATORY 
TECHNOLOGISTS IN CANADA 


A. METHOD OF APPROVAL 


Approval of schools for laboratory technologists in 
Canada shall be conducted by a Committee of The 
Canadian Medical Association appointed for this pur- 
pose, working in co-operation with the Canadian Society 
of Laboratory Technologists. 


B. Basis For INITIAL APPROVAL 


1. Schools must be located in adequately organized 
departments of pathology associated with public hospitals 
and in university and governmental or municipal lab- 
oratories. Hospitals, in which such laboratories are lo- 
cated, if general hospitals, must have a capacity of at 
least 200 beds, vaabalied bassinets, and an average daily 
census of not less than 125 patients and space, equip- 
ment and ancillary facilities which in the opinion of the 
Committee are adequate for the purpose of training 
medical laboratory technologists. If the hospital be 
of a specialized nature, the material submitted to the 
laboratory must be adequate and sufficiently varied, in 
the opinion of the Committee, to warrant recognition of 
the school; the same stipulation applies with respect to 
governmental, osmniaiaal or university laboratories. A 
university affiliation by a hospital or other laboratory is 
recommended in order to obtain the advantage of in- 
structional facilities in scientific subjects. 
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2. The director of the laboratory must be a graduate 
of a recognized medical school, and a pathologist certi- 
ficated by the Royal College of Physicians and Surgeons 
of Canada or having comparable qualifications approved 
by the Committee. He shall be in daily attendance for a 
sufficient time to supervise properly the laboratory work 
and teaching. 


8. The laboratory shall have a technical staff con- 
sisting of a sufficient number of full-time qualified 
laboratory technologists who are capable of carrying out 
the practical instruction of the student. 


4. The enrolment of students at any one time shall 
not exceed one student to each full-time qualified mem- 
ber of the technical staff of the laboratory. No student 
shall at any time be left to work independently without 
supervision. 


5. Responsibility for the courses of training for labo- 
ratory technologists shall rest jointly with the pathologist 
in charge and with the hospital administration, if the 
school be in a hospital. The director of the laboratory 
shall be responsible for the teaching and instruction of 
the student, and shall inform the Committee, if staff 
changes reduce personnel below the teaching standards 
laid down in paragraph 4. 


6. The facilities of the laboratory shall be sufficient 
to meet fully the requirements for adequate service to 
patients and for the instruction of students in the fields 
covered, 


Schools undertaking general instruction to students 
must have adequate and modern equipment in all 
laboratory fields, There should be adequate variety of 
museum and other specimens and examples, 


7. Educational requirements for admission of stu- 
dents for training shall be those demanded by the Cana- 
_ Society of Laboratory Technologists which are as 
ollows: 


Senior Matriculation or the equivalent educational 
standing in the various provinces. Two science subjects 
are required, one of which must be chemistry, the other 
either physics or biology, and two mathematics, being 
two of either algebra, geometry and trigonometry. 

Educational standing in the various provinces: 


British Columbia Grade XIII 
Alberta Grade XII 
Saskatchewan Grade XII 
Manitoba Grade XII 
Ontario Grade XIII 
Quebec Senior High School Leaving 


Certificate, Senior Matricula- 
tion of McGill, Cert. Lettres- 
Sciences of Laval, or Grade 
XIII of Classical Colleges, 
affiliated with University of 


Montreal. 
New Brunswick Grade XIII 
Nova Scotia Grade XII 
Prince Edward Island ete Year Prince of Wales Col- 
ege. 
Newfoundland lst Year Memorial University 
College. 


An official transcript of educational credits must 

be submitted with registration forms. 
8. Two types of training shall be recognized: 

(a) General training, and (b) Specialized 

training. 

A school may be approved for either or both 
types of training. The course of training for either a 
general certificate or one in a special field shall extend 
ot, a period of at least 12 months. (See Paragraph 


(a) General Training (General Certificate) shall 
be according to the syllabus of training of the 
Canadian Society of Laboratory Technologists. 
The training shall include practical instruction 
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and bench experience together with a sufficient 
number of didactic lectures in each subject, pre- 
ferably in rotation, to give the student a thorough 
grounding in principles and techniques. 
At least one examination in each subject shall be 
held during the training period. 
(b) Special Training (Specialist Certificate) shall 
in one or more of the following: histology, ser- 
ology, bacteriology, hematology, clinical chemistry 
or blood bank technique. Recognition of other 
subjects for specialty certification shall be at the 
discretion of the Committee on Approval. 
No candidate may qualify for more than one 
specialist certificate in any one year. 


9. Careful records shall be maintained of the instruc- 
tion given, work done by the individual student and of 
the standing of the student. Of importance are observa- 
tions respecting the accuracy, neatness, co-operative 
spirit, habits, scientific interest and other personal 
characteristics of the student. Such records, including 
examination results, shall be made available to the Com- 
mittee on request. 

10. The tuition fees charged shall not be exorbitant. 

11. The hospital laboratories approved for training 
of technologists shall not allow any “students”, volunteer 
workers, or so-called “technician interns” to serve in 
the laboratory as_ substitutes for salaried qualified 
workers in return for obtaining training and experience 
in laboratory technique. 

12. The recognition of commercial laboratories is not 
favourably considered by the Committee. Commercial 
advertising is considered unethical. 


C. BAsIs FOR CONTINUING APPROVAL 


1. The basis for continuing “ee shall be main- 
tenance of the above standards, which may be assessed 


(a) Examination results. 
(b) Periodic re-inspection, as deemed advisable. 
(c) A continuing active training program not 
interrupted for more than two consecutive years. 
2. The Committee reserves the right to take action, 
if it is satisfied that training requirements of an approved 
school are not being complied with. 





REPORT OF THE COMMITTEE 
ON APPROVAL OF HOSPITALS 
FOR THE TRAINING OF 
INTERNS 


Mr. Chairman and Members of General Council: 


112. Your Committee on —— of Hospitals for the 
Training of Interns in Canada has consisted of the fol- 
lowing members: 


Dr. J. F. C. Anderson, Saskatoon 

Dr. L. O. Bradley, Calgary 

Dr. G. Everett Chalmers, Fredericton 

Dr. Edouard D. Gagnon, Montreal 

Dr. Nathan N. Levinne, Toronto 

Dr. R. A. Seymour, Vancouver 

Dr. J. Gilbert Turner, Montreal (Chairman) 
Dr. A. F. W. Peart, Toronto (Secretary). 


113. The major activity of the Committee this year 
has been the completion and implementation of the new 
“Basis of Approval of Hospitals for the Training of 
Interns in Canada”, which was presented to General 
Council for discussion last year. On the recommendation 
of Council, a number of amendments were made in the 
“Basis”. These were incorporated in a final draft which 
was approved by the Executive Committee at its fall 
meeting. The publication of the “Basis” has now been 
completed. Early in March hospitals which had formerly 
been on our approved list for junior intern training were 
invited to reapply under the terms of the new standards. 
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114. Your Committee met in Toronto on April 26, 27 
and 28 and reviewed the applications that had been 
received up to that date. Fifty-eight hospitals have now 
been reviewed, and forty-seven were approved. Other 
eee for approval will be considered as they are 
received. 


115. As the former category “Commended” serves no 
useful purpose and as a matter of fact may be mis- 
leading, your Committee decided to omit this classifica- 
tion. 


116. Hospitals of 150 beds and over which had not 
previously requested approval have been circulated with 
copies of the new “Basis”. 


117. It is hoped that the more rigid requirements for 
junior intern training will have a beneficial effect on 
the educational experience derived by interns during their 
first year of internship. The Canadian Commission on 
Hospital Accreditation has willingly agreed to have its 
field surveyors make an “on-the-spot” survey of hospitals 
for intern training while honed are surveyed for ac- 
creditation. Many problems can only be discussed during 
such a visit, and the counsel provided during these 
surveys will do much to assist medical staffs of hospitals 
to maintain and improve their intern training programs. 


118. The Committee is aware that some modification 
of opine forms and the interpretation of the “Basis” 
will required while the revised approval program 
is implemented during its initial stages. 


119. Your Committee in its review of applications has 
been. most mindful of the spirit of both the intent of 
jo Basis” and the discussion in General Council last 
une. 


120. Your Committee’s work has been greatly facilitated 
by the opportunity of meeting as a body for detailed 
discussion of the many problems involved in operating 
our approval program. It is recommended that provision 
be mals in the Budget of The Association for 1957 to 
permit a further meeting of the Committee during that 
year. . 

In the interim between the meetings of last April 
and next year the Committee will carry on its work 
through correspondence. 


121. We are most grateful for the continued help and 
advice of the General Secretary and we wish to thank 
Dr. Peart for his able and faithful attention to his work 
as Secretary of the Committee. 


All of which is respectfully submitted. 


J. GILBERT TURNER, 


Chairman. 

Adopted. 

The General Secretary remarked that in his obser- 

vation of committees at work he had not seen a group 
which had applied itself more painstakingly to the com- 
pletion of a large and difficult task. This observation was 
greeted with applause which indicated the appreciation 
of the General Council of the work of this Committee. 


REPORT OF THE COMMITTEE 
ON ECONOMICS 


Mr. Chairman and Members of General Council: 


122. The Committee has held meetings in December 
1955 and in April 1956, at C.M.A. House. Each meeting 
lasted two days and was attended by the Chairmen of 
the Divisional Committees on Economics and by the 


Secretariat. 
Adopted. 


123. Il nous fait plaisir d’annoncer que votre comité 
a été honoré par la présence des Docteurs J. E. Dorion 
et Pierre Jobin de la ville de Québec et du Docteur 
E. Roland Blais de Montréal. Ces médecins agissaient 
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comme observateurs de la part de I’Association des 
Médecins de Langue Francaise du Canada. Les prob- 
lémes de l'économie médicale des deux groupes étant 
les mémes, espérons que ces échanges d’opinions con- 
tinueront a en faciliter leurs solutions. 

Adopted. 


124. The Divisions are represented on this Committee 
by the following: 


British Columbia—Dr. J. E. Poole 
Alberta—Dr. R. K. Thomson 
Saskatchewan—Dr, J. L. Brown 
Manitoba—Dr. K. R, Trueman 
Ontario—Dr, Lorne Whitaker 
Quebec—Dr. Gibson E. Craig 
New Brunswick—Dr. A. F. VanWart 
Nova Scotia—Dr. H. J. Devereux 
Prince Edward Island—Dr. J. H. Maloney - 
Newfoundland—Dr. F. L, O’Dea 

Adopted. 


125. Your Committee is aware that in reporting to 
General Council many of the subjects are repetitive. 
Where there have been no changes made it seemed de- 
sirable to so state and refer those requiring information 
to our last report to General Council. However, it is 
necessary to reiterate annually the background material 
on some subjects for the benefit of new members of 
Council and the profession. 

Adopted. 


126. The Indian Health Services were referred to in 
para. 149 of the report of 1955. There have been no 
new developments in this connection. The opinion of 
General Council at that time was that a Federal fee 
schedule for indigents would not be officially ees 

Adopted. 
127. The Sick Mariners’ Service has continued to be 
a frustrating problem for your Committee. This was out- 
lined in para. 146 of the report of 1955, The Federal 
government officials realize the need for a revision of 
legislation governing this fund. We have been informed 
by the Honourable the Minister of National Health and 
Welfare that it is under study by his Department. We 
have again brought the problem and our suggestions for 


its solution to the attention of the Honourable Minister. 
Adopted. 


128. The Committee on Public Health has recom- 
mended that a standardized certificate of illness be de- 
veloped under C.M.A. auspices. This recommendation 
was referred to the Committee on Economics. It became 
evident that those of our members associated with 
industrial medicine were most competent to draw up 
such a form, and the Committee on Industrial Medicine 
has agreed to do so and will report directly to General 
Council, when the task has been completed. 

Adopted. 


129. The Schedule of Fees of the Department of 
Veterans’ Affairs was made a responsibility of your 
Committee in 1953 by resolutions of General Council 
and the Executive Committee. It was recognized at that 
time that the agreement between the Department and 
the Association entered into in 1946 required revision 
because of changing economic conditions. Your Com- 
mittee has attempted to have the schedule revised up- 
ward with all dispatch, but found that it is impossible to 
exceed a certain speed when negotiating with the Gov- 
ernment. As this schedule is causing considerable dis- 
satisfaction in some Divisions, it seems necessary to give 
some of the background of these negotiations. 


130. At this meeting of General Council in 1953, a 
resolution proposing that the Department be persuaded 
to adopt the minimum fee schedules of the ten pro- 
vincial Divisions was rejected by a large majority... Our 
proposal to the Department for the revision of the 
existing schedule was presented in two. parts, first, an 
adjustment of payment for office and house calls, and 
secondly, an increase of twenty per cent for all other 
items scheduled. This percentage was based on the in- 
creased costs of practice and living since 1946, when 
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the present schedule came into effect. The Department 
intimated that the first part of our proposal seemed 
possible. However, studies made by them showed that 
the second part was not possible because the schedule 
would then be, in respect of many procedures, in excess 
of several provincial fee schedules, At the next meeting 
of General Council in 1954 we were only able to report 
that our proposals had been forwarded by the Depart- 
ment and were under consideration by Treasury Board. 
At this meeting considerable discussion resulted con- 
cerning the D.V.A. and various provincial schedules of 
fees. Again it was resolved that the existing D.V.A. 
schedule of fees be abandoned, and that in dealing with 
all Federal Government departments concerning medical 
services, provincial fee schedules be used as a basis of 
peraes, This motion was defeated. We were instructed 
y the Executive Committee to continue our negotia- 
tions. In September 1954 Treasury Board authorized an 
increase in office and house calls of fifty cents, which 
was half the sum in our petition. We were instructed by 
the Executive Committee to continue negotiations. Your 
Chairman and General Secretary conferred with the De- 
partment and submitted a brief to the Honourable Min- 
ister. It was evident to us that Treasury Board had used 
provincial schedules of fees which were then not up to 
date, and had based their analyses on points witck to 
us were debatable. Considerable correspondence fol- 
lowed with the Departmental officials, who, we are 
pleased to report, were most co-operative. Later when 
the most recent fee schedules were available a new sub- 
mission was made to the Department, for the considera- 
tion of Treasury Board. At the meeting of General 
Council in 1955 no further instructions were given to 
your Committee. 


131. In November 1955, the Department of Veterans’ 
Affairs announced that commencing January Ist, 1956, 
the following fees would be paid by the D.V.A. for 
home and office calls: 


ee ee $3.00 

Se MED, ence tek keane sae 4.00 

Nights, Sundays, Holidays, and 
WORE, hoa béddavencwes 5.50 


There was no mention of any increase in the procedures. 
Your Committee was of the opinion that this should be 
our next objective. Each Division was asked to submit 
a revision of certain procedures as listed in the D.V.A. 
schedule, so as to have them conform with the schedules 
of their Division. The changes suggested by the Divisions 
were completed in April of this year, and at the time 
of writing are in preparation for submission to the De- 
partment. 


Dr. Richardson added that, in view of the fact 
that the procedure had been questioned by one Division, 
the submission to D.V.A. had been postponed to await 
the outcome of a study by a subcommittee of the Execu- 
tive Committee of the relationship of The Association 
to the Divisions and the responsibilities and authority of 
the Executive Committee, the General Council and the 
Committee on Economics. 


132. It has been made known to your Committee that 
at least two Divisions favour abolition of the general 
schedule of the D.V.A., and would employ provincial 
schedules in dealing with that Department. There are 
merits in this for some of the Divisions, which maintain 
that costs of practice and living differ greatly across 
Canada. As a Committee we have no recommendation 
on this matter, and shall act as instructed. It is the 
opinion of your Chairman, however, that this presents 
a greater issue than that of a small economic gain to 
some members of our Canada-wide Association. One 
would expect that the Federal Government should deal 
with the national body of the profession, and it might 
be interpreted by the Federal Government that we were 
not a unified body if we proposed to them that they 
negotiate with the profession by provinces. Should it be 
the decision of General Council, that provincial tariffs 
should be the basis of payment for those patients of 
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Federal Government responsibility, it is the opinion of 
your Chairman that these negotiations should be con- 
ducted by our national Association on behalf of the 
Divisions. 

To permit unlimited discussion of the implications 
of the matter reported on 
It was moved by Dr. F. A. Turnbull, 
seconded by Dr. E. W. Boak, 


THAT the ordinary rules of procedure be sus- 
pended during the consideration of Sections 
129-132. 

Carried. 


Dr. Turnbull identified the British Columbia 
Division as the one objecting to the Committee on 
Economics negotiating a fee schedule for the whole 
profession. He stated that since the reorganization of 
the B.C. Division, careful consideration had been given 
to such matters as the delegation of authority and lines 
of communication in order to insure that the negotiators 
for the profession were truly representative of their con- 
stituents and in a position to commit them. He said that 
he doubted if the Committee on Economics had been 
specifically delegated to carry out definitive negotiations 
with D.V.A. 

Dr. Ferguson amplified this matter by referring to 
the experience of the B.C. Division in presenting the 
viewpoint of practising physicians towards plans of pre- 
paid medical care in that province. He stated that the 
Board of Directors of the Division in this instance had 
to assure themselves that the membership was reasonably 
content with the schedule of fees and that the members 
would abide by commitments made in their name by 
their negotiators. To protect the prepaid plans against 
abuses and to consider the case of the doctor who felt 
himself to be unfairly dealt with, a reference committee 
had been established with power of final decision. No 
such machinery appeared to exist in the dealing of the 
Committee on Economics with Federal Government 
departments. 

Dr. Richardson summarized his impression of 
what the B.C. Division now proposed as a recasting of 
the powers of the Executive Committee, the General 
Council and the Committee on Economics with respect 
to negotiations carried out on behalf of the doctors of 
Canada. He inferred that a suspension of negotiations 
now in progress was suggested. He stated his personal 
opposition to this latter course of inaction. A resolution 

roposed by Drs. Turnbull and Boak was commented on 
i several speakers and referred for rewording to the 
Committee on Resolutions. The views expressed were 
incorporated in the following resolution. 


Moved by Dr. H. T. Ewart, 
seconded by Dr. M. A. R. Young, 


THAT WHEREAS this General Council is aware 
of the appointment of a special committee to en- 
quire into the terms of reference and the delega- 
tion of authority of various committees, and more 
particularly of the Committee on Economics, 


AND WHEREAS the General Council approves 
of such an enquiry 
BE IT RESOLVED that the committees be in- 
structed to continue their activities as in the past 
but that negotiations on tariff should recognize 
Divisional differentials 
AND BE IT FURTHER RESOLVED that in the 
interim the Executive Committee be the negotiat- 
ing body on behalf of the C.M.A. 
AND BE IT FURTHER RESOLVED that the 
Executive Committee report the findings of the 
special committee at the meeting of the General 
Council in 1957. 
Carried. 
It was moved by Dr. R. W. Richardson, 
seconded by Dr. F. A. Turnbull, 
THAT Sections 129-132, inclusive, be adopted. 
Carried. 
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133. The Section of General Practice presented a brief 
to your Committee concerning the allocation of fees when 
general practitioners and surgeons are associated for the 
care of surgical cases as it applied to our sponsored pre- 
paid medical care plans. It was pointed out that some 
plans recognized the services of the general practitioner in 
rendering pre- and post-operative care and assistance at 
the operation, and directly paid the general practitioner 
for this. Some plans deducted this amount from the 
total fee for the procedure to the surgeon, while other 
oo paid this as extra to the surgical fee. Some plans 

ad no system of recognizing the general practitioner’s 
part in the case. The Section of General Practice re- 
iterated the principle that general practitioners should be 
paid for those services they render the patient. The first 
reaction of your Committee was to obtain an opinion 
from the Committee on Ethics and if there was no 
objection to this principle, that the matter be referred 
to the Divisions to have it implemented by their spon- 
sored plans. The Committee on Ethics referred to sections 
of the Code of Ethics and left the Committee on Econ. 
omics to decide the matter of resolving the proposal be. 
tween the prepaid plans and the medical members in- 
volved. Your Committee on Economics has never been 
diffident to propound an opinion on economic problems, 
but realizes it is vulnerable on ethical matters, and will 
therefore be grateful for any decision by General 
Council. 


134. Referring to our Code of Ethics, two paragraphs 
seem pertinent: 


“The only basis on which a fee may be charged 
to a patient, or on which money may be received by 
any medical practitioner, is that of work actually done 
for the patient, and such patient must receive a direct 
statement from the medical practitioner concerned, Any 
other arrangement between two or more medical prac- 
titioners, where one receives part of the fee paid to the 
other practitioner, is unethical and may contribute to 
dishonesty. 


“When a third person or organization enters into 
a financial arrangement between medical practitioner and 
patient, each medical practitioner should render an indi- 
vidual account to the third person or organization con- 
cerned. If more than one medical practitioner is carry- 
ing out professional services, a statement to the patient 
by the third person or organization should show the 
amount paid to each physician.” 


135. Your Committee is of the opinion that as far as 
the Code states, it is possible for a prepaid plan to pay 
the general practitioner directly for the work he does 
providing the subscriber is informed of this payment 
and its amount. 


136. The next part of the problem involves arrange- 
ments within the prepaid plan. Thus the amount paid 
to the general practitioner may be deducted from the 
surgeon’s total fee for the procedure, the surgeon receiv- 
ing a lesser fee because a part of the total procedure 
has been done by another. Again the plan may pay the 
surgeon the full fee set for the procedure and pay the 
general practitioner an additional fee for his work. This 
point is beyond economics. Until our Divisional fee 
schedules are established on the principles of job evalua- 
tion great controversy will persist. The problem might be 
solved by dividing the surgical procedure into parts 
such as (1) diagnosis (or recognition), (2) preopera- 
tive preparation. (3) operation, (4) assistance at opera- 
tion, (5) postoperative care. These five parts of the total 
procedure would each be assigned a fee. There are 
circumstances where one or more practitioners may par- 
ticipate with the surgeon. Most a our sponsored plans 
now have no such division of the procedure, and they 
cannot pay twice. It is the opinion of your Committee 
that the problem can only be settled by the Divisions 
dealing directly with the sponsored plans in their areas, 
—_e the principles of the Code of Ethics enunci- 
ated above, dud making the necessary modifications in 
their tariffs, 
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Dr. Wilford explained that the Section of General 
Practice is concerned that many prepaid medical care 
plans do not provide for the remuneration of the 
general practitioner or other referring doctor in those 
instances where the subscriber requires a surgical opera- 
tion. The services of the practitioner may be considerable 


in relation to the pre-operative and post-operative care, 
yet no means exist for their payment by the plan. Several 
speakers referred to the fact that prepaid medical care 
plans base their remuneration to the profession on Di- 
visional fee schedules and where these schedules sub- 
divide the total procedural fee into its components a 
means of remunerating all concerned is available. 

A resolution proposing that the C.M.A. instruct 
the professionally sponsored prepaid plans to pay doctors 
participating in the care of a surgical patient, apart 
from, or in addition to, the surgeon’s fee, was defeated. 

Dr. E. C. McCoy reminded the General Council 
that they should not expect T.C.M.P. or our own spon- 
sored plans to solve this fundamental problem of the 
profession. The prepaid plans had an interest in it but 
the responsibility was that of the profession itself. Dr. 
S. A. Orchard stated that T.C.M.P. had studied this 
problem but had concluded that the policies of the 
sponsoring bodies of the plans, the Divisions, must 
guide them. 

Dr. Richardson deplored the suggestion that the 
C.M.A. should undertake to “instruct” T.C.M.P. or the 
component plans since these are autonomous bodies more 
amenable to advice from the Divisions. A resolution 
recommending the establishment of a special C.M.A. 
committee “to study and recommend ways and means 
to pay physicians for necessary service rendered” was 
also defeated. 

It was moved by Dr. L. J. Shepley, 
seconded by Dr. G. I. Sawyer, 

THAT the Executive Committee undertake a 

study of the principles of job evaluation as they 

apply to the economics of the medical profession. 


Carried. 
It was moved by Dr. R. W. Richardson, 
seconded by Dr. E. S. Mills, 
THAT Sections 133-136 be adopted. 
Carried. 


137. The Health Insurance proposals of the Federal 
Government are now so well known that the details will 
not be given in this report. They may be interpreted in 
essence as follows: the Federal Government is prepared 
to distribute one hundred and eighty-two million dollars 
to the provinces on a formula basis, to assist them in 
setting up plans for basic universal hospitalization, and 
to provide specific laboratory and radiological services to 
persons in hospitals, and within an agreed period of 
time, to persons outside hospitals. Any deterrent payments 
by the patient must be limited, and would reduce the 
Federal Grants. The Indians must become the responsi- 
bility of the provinces for hospitalization, but mental 
and tuberculous patients are not to be included. The costs 
of administration would fall entirely on the provinces. 
The Grants would be made when a majority of the 
population of Canada would be covered. Outside of 
these stipulations, the Federal Government will leave it 
to each province to produce its own plan, and if accept- 
able, an agreement would be made with the province. 
The Federal Government has made it clear that it 
would be then largely a matter for provincial considera- 
tion as to the type of plan which will operate in each 
province. It is expected that the plans will differ in some 
respects from province to province. It is evident to us 
as a national Association that the Division must take the 
responsibility for assessing the plan brought forward by 
its provincial Government. 

138. At the time of the April meeting of the Committee 
two provincial governments had indicated a willingness 
to accept the proposal, Generally it was difficult to give 
approval or disapproval of the Federal plan until we 
had before us the details of the sooth dane, As far 
as could be ascertained, the reaction of the profession 
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across Canada was favourable to the hospitalization part 
of the plan, but there was evidence of misgiving in the 
profession, especially among the pathologists and radi- 
ologists, as to how the services of the latter would be 
utilized. At this meeting your Committee was of the 
opinion that provincial plans could be drawn up con- 
sistent with our Statement of Policies and Principles on 
Health. Insurance, in relation to such matters as accept- 
able remuneration, introduction by stages, administration 
by an independent non-political commission, etc., and 
therefore acceptable to the profession. It should be 
emphasized that the Divisions must assume the re- 
sponsibility of endeavouring to see that the plan in their 
paar meets with the principles of the profession on 
ealth insurance. By the time of our Annual Meetin 
there may be more details available for discussion an 
The Association may be ready to make a statement. 
These two Sections which outline briefly the 
essentials of the recent Federal offer to the provinces, 
were discussed in conjunction with Sections 24-27 of 
the Report of the Executive Committee, the amendment 
to Section 26 being reported in its place. 


Dr. Richardson stated that the last meeting of the 
Committee on Economics had indicated that the Di- 
visions were well aware of the implications of the 
Federal offer and that most of them had been in close 
touch with their provincial Departments of Health. He 
suggested that the position nationally might best be 
assessed by taking a roll call by provinces to indicate 
(a) the attitude of government to the Federal proposal 
and (b) the attitude of the profession. Accordingly, a 
spokesman for each Division reported briefly, the essen- 
tials being summarized hereunder. 

British Columbia—Government has indicated will- 
ingness to accept and will extend coverage to patients 
in hospitals for chronic diseases. Profession generally 
favourable to universal hospital cover with some 
— for its improvement. Diagnostic element un- 
settled. 


Alberta—Government has recently indicated will- 
ingness to accept hospitalization grant. Grant for radio- 
logical and pathological services likely to be administered 
by prepaid medical care plan. Profession favourable to 
hospital cover but would prefer voluntary rather than 
compulsory application. 


Saskatchewan—Government has indicated willing- 
ness to accept Federal offer. Profession concurs, reserving 
the opinion that benefits in radiology and pathology 
should be supplied in private establishments as well as 
at hospitals. 


Manitoba—Government not favourable to Federal 
offer. Diagnostic units already established in rural areas 
operating to satisfaction of doctor and patient. 70% of 
population now covered by voluntary hospitalization. 
Profession has not declared itself. 


Ontario—Government probably favourable to Fed- 
eral offer but it has not been accepted. Legislative 
committee heard brief from O.M.A. endorsing the 
element of universal hospitalization but drawing clear 
distinction between the professional services of radio- 
logists and pathologists. Permissive legislation has been 
passed and a Hospital Services Commission established. 


Quebec—Views of Government not disclosed. Pro- 
fession favourable to universal hospital cover with safe- 
—_ for teaching and separate administration of radio- 
ogical and pathological benefits. 

New Brunswick—Government favourably disposed 
towards universal hospital cover but cost considered too 
great to implement at present. Profession favourable. 
Diagnostic services in pathology now supplied through 
provincial laboratories. 


Nova Scotia—Government has established planning 
committee with representatives of the Division, to con- 
sider the application of the Federal proposal to Nova 
Scotia. Profession regards universal hospital cover as 
inevitable and desires to participate in framing arrange- 
ments. 
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Prince Edward Island—Government favourable but 
uncertain as to ability to finance universal hospital cover- 
—-. Profession sees benefits to patients and supports the 
plan. Pathological services now provided by provincially 
supported laboratory council. 


Newfoundland—Premier has announced compre- 
hensive medical and hospital plan for population up to 
sixteen years. Division conferring with Government on 
operation of this plan which has not yet been im- 
poor This development has overshadowed Federal 

ospital offer and attitude of Government on the latter 
is unknown. 


A general discussion followed this march-past in 
which it was brought out that our concern should be 
for the maintenance and progressive improvement in the 
quality of services provided under any such plans. The 
provision of services in radiology and laboratory medicine 
was recognized as a distinctly different form of benefit, 
involving the services of physicians, not necessarily utiliz- 
ing the facilities of hospitals. 

A resolution to the effect that the General Council 
record a position favourable to the principle of universal 
hospital insurance was extensively debated and on a 
standing vote was defeated. 

Discussion then turned to the National Health 
Grant program which was recognized as a relatively 
stable and permanent feature of the developing health 
services of the country. The view was expressed that 
the provinces would have greater assurance that con- 
tinuing support would be available if the terms of the 
grants were now incorporated in one or more Acts of 
Parliament. Dr. G. D. W. Cameron stated that consider- 
ation had been given to this possibility but that the 
history of the Grants program to date had demonstrated 
that changes were required to meet varying needs. It 
was his view that any Act embodying the grants would 
require to be stated in such general terms that the 
accompanying Regulations would not differ materially 
from the present Orders-in-Council. In reply to a ques- 
tion from Dr. M. O. Klotz, Dr. Cameron stated that 
copies of the Orders-in-Council and administrative regu- 
lations could be made available to interested persons. 
It was moved by Dr. M. O. Klotz, 
seconded by Dr. G. I. Sawyer, 


THAT WHEREAS the Federal Health Grants 
have been in operation for a number of years 
and appear likely to be increased, both in size 
and scope, in the near future, and 
WHEREAS any provincial program to qualify for 
assistance under the Health Grant scheme must 
meet certain regulations set down by the Federal 
Government, 
THEREFORE BE IT RESOLVED that the Ex- 
ecutive Committee be requested to exert every 
effort to assist in formulating regulations under 
which grant funds are made available to the 
provinces so that the provincial programs may be 
carried out within the scope of the policy of 
the C.M.A. 
Carried. 
A final clause advocating the delineation of the health 
grants in legislation was defeated. 


It was moved by Dr. C. B. Stewart, 
seconded by Dr. R. O. Jones, 
THAT the Executive Committee set up a special 
committee, or alternatively assign the duty to an 
existing committee, for the purpose of preparing 
a plan or plans for 
(a) comprehensive hospital services 
(b) diagnostic services 
(c) physicians’ services . 
based on the principles approved by this Asso- 
ciation. 
Dr. R. W. Richardson expressed doubt as to the 
advisability of setting up such a committee as outlined 
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in this resolution. He pointed out the very great diffi- 
culty of devising a plan acceptable to all Divisions in 


all respects and stated his opinion that our Statement of 
Principles and Policies which had been three years in 
preparation embodied our composite opinion to date. 
Dr. P. O. Lehmann supported Dr. Richardson’s viewpoint 
and stated that the work done by such a committee was 
not likely to produce an effective national plan. The 
resolution, when put to the meeting, was carried. 


It was moved by Dr. R. W. Richardson, 
seconded by Dr. W. deM. Scriver, 


THAT Sections 137 and 138 be adopted. 
Carried. 


139. The prepaid medical care plans sponsored by 
the profession continue to make progress. The history 
of their formation and the final linkage of the individual 
plans to form what is known as the Trans-Canada 
Medical Plans, has been reported to General Council 
and must be familiar to all members. The year 1955 has 
been witness to the greatest single year of growth in 
the history of the T.C.M.P. movement. At the end of 
December last a total of 2,403,351 persons were cov- 
ered by the member plans, for a net increase during the 
year of over three hundred thousand, a figure almost 
double the 1954 increase. This indicates that the public 
is becoming increasingly aware of the value of prepay- 
ment as a method of providing for the costs of the 
medical care needs, and that the standards of operation 
of our own medically sponsored plans and the services 
provided have made such programs popular with the 
public. This will contribute to the increasing success of 
the voluntary movement, and will influence future con- 
siderations of health insurance, and the health needs 
of the nation. Among those persons covered by our 
member plans are the employees and their dependents 
of companies operating on a national basis and located 
in several provinces of Canada, whose needs could not 
be met through any single plan, but who, through the 
co-operation of the services of all the plans under the 
facilities of T.C.M.P., are being provided with such 
protection. Working together as a team requires modifi- 
cation of local plan regulations in the interests of the 
group, and value of such co-operation becomes increas- 
ingly justified. The extension of our already widely 
recognized strength at the local level into the national 
sphere will become apparent in the years ahead, and 
fully justifies our observations a few short years ago 
that in addition to local plans, a national co-ordinating 
agency was necessary. The correlation and development 
of statistical and other useful survey information for 
the member plans and the profession continues to be an 
important function of the national office. In this respect 
a program has now been initiated with the objective of 
improving the standard and uniformity of statistical in- 
formation presently taken off by the member plans. This 
will provide the basis in the future for more detailed and 
extensive knowledge in respect to the problems of pro- 
viding medical care. Consideration is now being given 
to the methods by which such information can be most 
satisfactorily employed for the joint benefit of the plans 
and the profession through co-operation between 
T.C.M.P. and the C.M.A. The exchange of ideas and 
experience providing better informed management and 
improved administration, continues to be a T.C.M.P. 
function. This year for the first time the medical directors 
of all the member plans met twice for discussion of 
common problems. 

Adopted. 


140. Your Chairman has attempted to keep informed 
on the progress that has been made. The Commission has 
held two meetings during the year, under the chairman- 
ship of Dr. H. H. Lees, of Windsor. This Association 
was instrumental in bringing these autonomous plans to- 
gether in order that a prepaid medical care system might 
be established across Canada. We have a representative 
on the Commission. We must contribute our share of 
the costs. Your Committee therefore recommends that 
The Canadian Medical Association contribute the sum 
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of four thousand dollars to Trans-Canada Medical Plans 
for the year 1956 in order to assist that organization to 
carry out its objectives. Adopted. 


141. There have been rapidly changing problems in 
the field of medical economics, and there is a need for 
interpretation of trends, statistics and related factors in 
order to assure the highest type of service to the patient. 
It is the opinion of the Committee on Economics that a 
Department of Economic Research should be established 
within The Canadian Medical Association and considera- 
tion has been given to a joint project with T.C.M.P. This 
Department would be concerned with gathering in- 
formation from all parts of the world with regard to 
medical economics, and with the analysis and assessment 
of statistical and other data from the experience of our 
lans and the interpretation and application of this in- 
ormation. Thus assistance and guidance on medical 
economic problems would be readily available to the 
profession across Canada. Your Committee therefore 
recommends that The Canadian Medical Association 
make every effort to set up and support a Department 
of Economic Research. Adopted. 


142. At the last four meetings of General Council the 
Committee on Economics was authorized to hold two 
meetings during the year. These meetings are most 
valuable for the exchange of ideas on economic matters 
between the Divisions. They have done much to con- 
solidate opinion on our problems across Canada. These 
are not always similar in each Province, but the negoti- 
ations of one province affect all the others, and the 
experience in one may provide a solution in some other 
area. Many of the studies of the Committee extend 
beyond a year. Indeed, some are recurring subjects. It 
has been noted that the Divisions are best represented 
when the Divisional chairman is not replaced too fre- 
quently. Adopted. 


143. The Committee therefore recommends that the 
Executive Committee be instructed to make budgetary 
provision to permit the payment of the expenses of each 
Divisional chairman of the Committee on Economics, 
or an alternate, to attend two meetings and such other 
similar meetings as may be authorized by the Executive 
Committee. 


All of which is respectifully submitted. 


ROY W. RICHARDSON, 
Chairman. 
Adopted. 


Dr. G. C. Ferguson asked permission of the Chair 
to introduce a motion for the reconsideration of Section 
33 of the Report of the Executive Committee. Permission 
having been granted, Dr. G. C. Ferguson, seconded by 
Dr. G. I. Sawyer, moved that Section 33 be reconsidered. 
The motion was carried. Dr. Ferguson stated his view 
that the Bureau of Economic Research mentioned in 
Sections 33 and 141 should be solely underwritten and 
controlled by the C.M.A. Dr. R. W. Richardson in- 
dicated that the suggestion for a jointly sponsored and 
financed Research Bureau had originally been put for- 
ward by T.C.M.P. The Executive Committee had 
considered the proposal favourably and had earmarked 
$10,000 as the C.M.A. share of the anticipated cost. 
It was pointed out that much of the data utilized by 
such a Bureau would necessarily come from the member 
plans of T.C.M.P. and their co-operation would be more 
likely if they were jointly responsible. It is understood 
that the governing body of T.C.M.P. has established a 
committee to study the question and it was suggested 
that we should await the outcome. A motion proposed 
by Dr. G. C. Ferguson and seconded by Dr. J. C. C. 
Dawson that Section 33 of the Report of the Executive 
Committee be deleted, was dened. 


It was moved by Dr. R. W. Richardson, 
seconded by Dr. M. A. R. Young, 


THAT the Report of the Committee on Eco- 
,nomics, as amended, be adopted. 


Carried. 





Canad. M. A. J. 
Sept. 1, 1956, vol. 75 


REPORT OF THE COMMITTEE 
ON ETHICS 


Mr. Chairman and Members of General Council: 


144, At the last meeting of General Council the follow- 
ing resolution was duly passed: 


“That the Committee on Ethics be authorized by 
General Council and subject to revisions passed 
upon, to complete the Code of Ethics to be pre- 
sented at the next Executive Meeting, and subject 
to their approval that the Code be printed and 
distributed. 


145. Two sections of the report of the Committee on 
Ethics were referred back by Council for further con- 
sideration: 


(a) The section headed “Locum Tenency and Assist- 
antships” 


(b) The section headed “Of the Relations of Phy- 
sicians in and with Hospitals” and “Nurses and 
Nursing” 


These two sections were given further study by 
the Committee on Ethics and the following re-wording 
submitted to the Executive Committee. 


Locum Tenency and Assistantships 


“A physician who has been locum tenens or an 
assistant to another physician, especially in a rural 
district or a small town, should not begin practice 
in the same neighbourhood except. with the 
written consent of the practitioner for whom he 
has substituted or to whom he has been an 
assistant. 

“Where a physician is contemplating locum tenency 
or an assistantship to another physician, there 
should on all occasions be a written contract be- 
tween the physicians concerned so that there will 
be no misunderstanding as to where and when the 
locum tenens or assistant may commence practice 
on the completion of his contract or period of 
employment.” 


Of the Relations of Physicians In and With 
Hospitals 


“Mutual understanding and co-operation between 
the medical profession and Boards of Manage- 
ment of hospitals are most essential. 

“Membership in an honorary attending staff carries 
with it certain general responsibilities such as 
teaching and enlarging medical knowledge. Such 
a position should be held as a trust for the good 
of the community and of the medical profession. 
All members should make their contribution to 
the work required for the maintenance of high 
standards of hospital care. 

“A physician may rightly apply for such a position 
but should not canvass for it. 

“On appointment members of the honorary attend- 
ing staffs should have no misunderstanding as 
to their terms of service. They should not provide 
medical services without charge to those patients 
who are financially capable of paying for their 
treatment but should freely at gladly provide 
all necessary medical services to those indigent 


patients who are a responsibility of the medical 
staff.” 


Nurses and Nursing 


“The services provided by the nursing profession 
in the care and prevention of illness are essen- 
tial and complementary to the work of the medical 
profession. Therefore, it is the duty of all doctors 
to support and, where necessary, guide the work 
of nurses to the end that both professions, while 
remaining true to their respective Codes of 
Ethics, will so co-operate as a harmonious team 
that there will be provided an optimal service 
to all patients under their care.” 
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Following receipt of the above re-wording the 
Executive Committee gave its approval, authorized the 
printing of the Revised Code as approved by Council 
and copies are now available for distribution. 


146. At a meeting of the National Committee on 
Economics, Dr. W. A. Wilford, Chairman of the Section 
of General Practice, presented the following resolution 
of the Section. 


“WHEREAS this Section approves of T.C.M.P. and 
all C.M.A. approved prepaid medical plans, and 
of The Canadian Medical Association “Statement 
of Policies and Principles on Health Insurance in 
Canada’, it approved of the remarks made by Dr. 
J. L. Coltart, Chairman of this Section, to the 
C.M.A. General Council on June 18th, 1955, and 
requests that the C.M.A. Executive set up a 
Committee immediately, to study ethical means 
for adequate payment of all doctors involved in 
the treatment of a patient.” 


147. In amplification of this resolution it was pointed 
out that the remuneration of the referring doctor who 
participates jointly with a consultant, usually a surgeon, 
in the care of a patient, is difficult, particularly where 
the paying agency is a prepaid medical care plan. It 
was noted that certain medically sponsored plans of pre- 
paid medical care do recognize the services of the re- 
ferring doctor when he participates in the care of the 
patient by paying a portion of the total surgical fee for 
pre- and post-operative services. 

148. It was further pointed out that prepaid medical 
care plans base their remuneration of participating 
physicians on Divisional fee schedules. Where the 
schedules list only the total fee for a procedure, the 
proportional remuneration of all the doctors who par- 
ticipate is rendered more difficult. 


149. The Committee on Economics feeling that certain 
ethical considerations may involved in this problem 
asked that it be referred to the Committee on Ethics. 
The Committee on Ethics after considerable study and 
discussion reported through the General Secretary to the 
National Committee on Economics as follows: 


“The Committee on Ethics is convinced that the 

section of the Code headed ‘Fees and Commis- 
sions’ is a clear guide in the matter of the ethical 
payment of doctors and that the method of pay- 
ment and the amount of payment where more 
than one doctor is involved in a case are prob- 
lems that should be dealt with by the Com- 
mittee on Economics referring for guidance as to 
the ethics involved to the above section.” 


150. In June 1955, at a General Convention session of 
the Ontario Retail Pharmacists’ Association, the following 
resolution was passed and a copy forwarded to The 
Canadian Medical Association. 


“RESOLVED: that the O.R.P.A. views with much 
concern the increase of clinic pharmacies owned 
and operated by physicians on the ground that 
they constitute an unfair and unethical intrusion 
with respect to the interests, privileges and res- 
ponsibilities of the pharmaceutical profession, and 
that a copy of this resolution be sent to the 
Ontario Medical Association, The Canadian Med- 
ical Association, the Ontario College of Pharmacy 
and the Canadian Pharmaceutical Association.” 
This resolution was referred by the Executive 
Committee to the Committee on Ethics for consideration 
and recommendation. 


151. The Committee on Ethics recommends as follows: 


Under our Code of Ethics it is unethical for any 
physician or group of physicians to make a profit or 
commission out of prescriptions or appliances that he 
or she may prescribe. 

Under the Medical Act of British Columbia it is 
illegal for any member of the College of Physicians and 
Surgeons to make a profit out of any prescription he may 
give to a patient. 





TRANSACTIONS 359 


Under the Pharmacy Acts of British Columbia 
it is illegal for anyone to employ unregistered men to 
fill prescriptions or dispense poisons or drugs. 


We would recommend to Council that this 
matter be referred to the Association solicitor with the 
request that he study the Medical and Pharmacy Acts of 
the other provinces to ascertain and define the legal 
implications of this problem. 


In our opinion it is ethical and legal for any 
physician or group of physicians to conduct a dispensary 
or fill prescriptions, subject to the above limitations. 

All of which is respectfully submitted. 


WALLACE WILSON, 
Chairman. 


Personnel of Committee: 


Nucleus: Dr. M. M. Baird, Vancouver 
Dr. R. B. Kerr, Vancouver 
Dr. R. G. Langston, Vancouver 
Dr. T. H. Lennie, Vancouver 
Dr. J. H. MacDermot, Vancouver 
Dr. Ethlyn Trapp, Vancouver 


Divisional Representatives: 


Dr. Wallace Wilson, Vancouver 
Dr. A. A. Haig, Lethbridge 

Dr. G. M. T. Hazen, Saskatoon 
Dr. T. A. Lebbetter, Winnipeg 
Dr. M. S. Douglas, Windsor 
Dr. E. S. Mills, Montreal 

Dr. S. A. Hopper, Moncton 

Dr. H. D. O’Brien, Halifax 

Dr. J. H. Shaw, Charlottetown 
Dr. G. M. Brownrigg, St. John’s. 


In the absence of the Chairman of the Committee 
on Ethics it was 


Moved by Dr. H. T. Ewart, 
seconded by Dr. M. A. R. Young, 


THAT the Report of the Committee on Ethics 
be received. 
Carried. 


REPORT OF THE COMMITTEE 
ON CIVIL DISASTER 


Mr. Chairman and Members of General Council: 


152. Of necessity this must be an interim report as 
this Committee was authorized only early in January 
1956. It was with some hesitation that the undersigned 
agreed to accept the Chairmanship, as two years’ expe- 
rience as County Co-ordinator for “Civil Defence” had 
indicated a distinct. disinclination on the part of the 
general public and the medical profession to interest 
themselves in matters of training’ and organization for 
self-protection. I believe, however, that we, as members 
of the medical profession, all recognize the need for 
organization of our efforts in event of disaster, whether 
it be due to war or any other cause. The General Coun- 
cil of The Canadian Medical Association has been very 
conscious of the importance of this and representatives 
have, during the years since the war, participated in dis- 
cussions of this problem with officials of both the Federal 
and Provincial Governments and Hospital Associations, 
etc., the objective being to have all hospitals and their 
staffs, medical, nursing and technical, so organized that 
in the event of being suddenly faced with a large num- 
ber of casualties they would be able to handle them 
quickly and efficiently up to the limit of their accom- 
modation. In the last two or three years planned exer- 
cises called “Hospital Disaster Institutes” have been 
carried out in various parts of the country under the 
auspices of the Federal and Provincial Departments of 
Health and with the co-operation of the Hospital Asso- 
ciations, Nurses’ Associations and medical and technical 
staffs of the hospitals concerned. The most recent one 
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was carried out in the southwestern Ontario area. 
These exercises were put on to show how a properly 
organized staff in a representative large hospital or re- 
presentative small hospital could handle large numbers 
of casualties in emergencies and could plan to help 
each other when the need arose. Members of this Asso- 
ciation who participated in any of these “Hospital Dis- 
aster Institutes” must, I am sure, have gained a great 
deal of useful information and experience in how to go 
about the organization of their own hospital staffs. 


153. As a first step in the formation of this Committee, 
Dr. Kelly sent to each of your provincial Divisions an 
explanatory letter and a questionnaire. This was done 
in an effort to find out how much organization was al- 
ready in existence and to ascertain the name of any 
members of the medical profession in the provincial 
organizations who would be available as members of 
this Committee. Replies which have been obtained up to 
the moment of writing do not indicate that much atten- 
tion has yet been given to this problem. However, there 
are notable exceptions where very effective organizations 
have been established in the Divisions and where hos- 
pital preparedness is well advanced. This is very en- 
couraging and it is hoped that the other provinces will 
soon take similar action. 


154. All that a Committee of this Association can do 
is offer advice and assistance to such efforts. We have 
been assured that the Federal and Provincial Depart- 
ments of Health are most anxious to co-operate and I 
am sure that there will be no difficulty in obtaining the 
co-operation and assistance of the hospital associations, 
nursing and _ technical associations. What is really 
needed is a whole-hearted effort on the part of the 
medical profession organized into hospital staffs in their 
various units. Organized medicine has accomplished 
great things in the past. This is a challenge which they 
should accept. The need for this type of organization is 
not debatable. It has reached the stage now of being 
a requirement of the “Joint Commission on Accredita- 
tion of Hospitals’as seen in their March 1956 bulletin. 
I would like to ask each of you in your individual areas 
to assist in the setting up of an organization which will 
serve your own needs in event of any disaster and also 
be available to help out your neighbouring city or town 
should the need arise. 


All of which is respectfully submitted. 


A. J. McGANITY, 
Chairman. 


Dr. A. J. McGanity moved the adoption of the 
Report of the Committee on Civil Disaster. In seconding 
the motion Dr. Wm. Bramley-Moore commended The 
Association and the Chairman of the Committee for 
having made a beginning in this important area. He 
stressed the importance of the individual doctor par- 
ticipating actively in civil disaster preparations in his 
own locality. In addition to the obvious need for realistic 
planning the profession could enhance its public rela- 
tions by supporting local efforts. The resolution to adopt 
was carried. 


REPORT OF THE COMMITTEE 
ON PUBLIC HEALTH 


Mr. Chairman and Members of General Council: 


155. During the year five meetings were held of the 
Nucleus Committee. Complete minutes, supported when 
required by correspondence, were forwarded to each 
Divisional Secretary for onward transmission to the 
Divisional Chairmen of the Committee on Public Health. 
This policy was adhered to in this report of the Com- 
mittee on Public Health and it therefore can be stated 
that this report has been cleared with each Divisional 
Public Health Committee of The Canadian Medical 
Association. 

Adopted. 
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Terms of Reference of the Public Health Committee 


156. In accordance with the recommendation of the 
1955 Committee on Public Health, the General Council 
discontinued the four subcommittees on Maternal Wel- 
fare, Industrial Medicine, Mental Health and Nutrition 
as subordinated committees to the Committee on Public 
Health. The Executive of The Canadian Medical Asso- 
ciation thereupon: 


(a) established Standing Committees on Indus-. 
trial Medicine, Maternal Welfare and Nutri- 
tion. 

(b) discontinued the former subcommittee on 
Mental Health and requested the Canadian 
Psychiatric Association to keep The Canadian 
Medical Association advised on developments 
through its representatives on General Council. 

Adopted. 
Resuscitators 


157. It will be recalled that at the General Council 
meeting of 1955 it was resolved that the question of 
establishment of uniform practices in the use of resus- 
citators be referred to the incoming Committee on Pub- 
lic Health and, furthermore, that this Committee enter 
into active correspondence with the Chairman of the 
Committee on Public Health of The Canadian Medical 
Association relative to the final recommendations of the 
local Resuscitator Committee located in Vancouver. 

In Vancouver, under the chairmanship of the 
Senior Medical Health Officer of that city, the resus- 
citation committee composed of internists, pathologists, 
physiologists, pzediatricians, neurologists, anzesthetists and 
representatives of the Vancouver Fire Department con- 
tinued to meet at the request of the Public Health Com- 
mittee of The Canadian Medical Association. As a result 
of joint meetings between the above-mentioned com- 
mittee and the Public Health Committee of The Cana- 
dian Medical Association, agreement was reached rela- 
tive to broad policy in al to the use of resuscitators. 

It was therefore resolved that The Canadian 
Medical Association recommend to all Divisions that a 
more active interest should be taken in resuscitation with 
emphasis on the following: 


(a) Mechanical resuscitation may be a dangerous 
procedure in untrained hands, particularly with 
reference to infants and young children and in 
older persons where there is possible danger of 
forcing vomitus into the respiratory tract. 

(b) In those areas where mechanical resuscitation is 
widely used, a real danger exists that life-saving 
resuscitatory treatment may be delayed pending 
the arrival of equipment. The application of man- 
ual methods should be undertaken at once, as the 
initial period of 6-8 minutes is of vital impor- 
tance for the survival of the patient. 

(c) The Holgar-Nielsen method of manual artificial 
respiration should be encouraged as the method 
of choice in training programs. 

(d) Divisions of The Canadian Medical Association 
should encourage departments of education to 
have such training included as a compulsory part 
of the school curricula. 

Adopted. 


Poison Control Centre 


158. It was brought tu the attention of the Committee 
on Public Health that there is an increasing need for 
the establishment of poison control centres on a regional 
and/or provincial basis in Canada. A poison control 
centre is not primarily a treatment centre, but it is 
rather a source of information regarding poisons and 
their antidotes. It is not possible for one physician or 
even one hospital to have readily available up-to-date 
information upon the multiplicity of new chemicals, 
many of them toxic, now widely used in the home, in 
the garden and in industry. Poison control centres have 
been and are being established in at least ten centres 
of the United States and there appears to be a real need 
for a similar of service in Canada. Obviously, the 
establishment of such a centre requires co-operation at 
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all levels of government, of the hospital and of organized 
medicine. The establishment and maintenance of such 
a-centre on a regional and/or provincial basis would 
require strong financial support at governmental level. 

The following would appear to be the require- 
ments for and functions of such a centre: 


(a) The centre should preferably be in a large gen- 
— hospital operating on a 24-hour emergency 

asis. 

(b) The centre should be primarily an information 
centre in identification and treatment of poisons. 

(c) The centre should be prepared, upon request, to 
treat poison cases. 

(d) The centre should be prepared to conduct an 
educational program on: 

(i) Prevention of poisoning. 
(ii) Emergency treatment pending arrival 
of medical aid. 

(e) The centre should be prepared to develop, in co- 
operation with local health services, a follow-up 
program and an epidemiological study of all 
poisonings, with view to preventing recurrences 
and establishing effective control measures. 


It was therefore resolved that The Canadian Medical 
Association recommend to all Divisions that they enter 
into active discussion with Provincial Departments of 
Health relative to the establishment of poison control 
= as outlined above on a regional and/or provincial 
asis. 

It was further resolved that The Canadian Med- 
ical Association bring to the attention of the Department 
of National Health and Welfare and the Dominion Coun- 
cil of Health the importance of the establishment of such 
poison control centres and the need of financial support 
at governmental level. 

Adopted. 


The General Secretary read a letter from Dr. 
Harry Medovy, President of the Canadian Pediatric 
Society, expressing strong support for the establishment 
of poison information and treatment centres. The view 
was expressed that these centres should preferably be 
located in children’s hospitals. 


Dr. G. D. W. Cameron reported that the Food 
and Drugs Divisions of his. Department had collected 
a great deal of information on poisonous substances en- 
countered in Canadian households and that these data 
will be available to the centres when established. 


Professional Control of Newborn Nurseries 


159. The Manitoba Division referred to the 1955 
Committee on Public Health of The Canadian Medical 
Association, a request for the establishment of a definite 
policy in regard to professional control of newborn nurs- 
eries. This request was received too late to be dealt 
with by the 1955 Committee and was referred to the 
1956 Committee. 

The Committee on Public Health referred this 
matter to the Committee of Fetus and the Newborn, 
B.C. Division, Canadian Medical Association, and a joint 
committee studied the problem. 

It was not felt feasible to recommend that all 
newborn nurseries in Canada should be under the super- 
vision of a pediatrician, since trained specialists in 
peediatrics are not available in all areas. It was therefore 
resolved that The Canadian Medical Association recom- 
mend to all Divisions and the Joint Commission on Ac- 
creditation of Hospitals and Canadian Commission on 
Hospital Accreditation that a qualified physician espe- 
cially interested in newborns (usually a pediatrician, if 
available, but quite 
obstetrician) should 
in all hospitals. 

The Joint Committee felt that if such a qualified 

hysician is to exercise effective control of nurseries, his 
duties and responsibilities must be defined. 

It was therefore resolved that The Canadian 
Medical Association recommend to all Divisions and the 
Joint Commission on Accreditation of Hospitals and 
Canadian Commission on Hospital Accreditation that the 


ossibly a paw practitioner or an 
e responsible for newborn nurseries 
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qualified physician in charge of newborn nurseries has 
at least the following responsibilities: 

1. He will act in a liaison capacity between the 
heads of the Departments of Obstetrics and 
Pediatrics and the local Department of Public 
Health. 

2. He shall make rounds in the nurseries if possible 
daily, but at least three times a week. 

3. He will be responsible for the special procedures 
necessary for the care of premature infants. 


4. He will establish “Standing Orders” for all nurs- 
eries, and all members of the medical staff should 
agree to govern their treatment of newborn 
patients within these provisions. 

5. He will be responsible for the prevention of the 
spread of infection among newborns by establish- 
ing rules of technique and by isolating all babies 
suspected of infection. 

. He will supervise the activities of the head nurse 
in charge of nurseries. 

. He will supervise the function of the Formula 
Room. 

. He will act as physician to the “staff” patients. 

. He will act as chairman of a group which reviews 
at regular intervals all stillbirths and neonatal 
deaths. 

10. He will act as consultant to other members of 

the medical staff utilizing the facilities of the 
nursery for care of newborn patients. 


11. He will take an active part in the teaching pro- 
gram relative to the care of the newborn. 


12. He will assure that adequate arrangements are 
made for the collection of mortality and morbidity 
statistics in connection with the newborn, and 
arrange regular meetings to discuss these statistics. 


Adopted. 


oo ra oO 


Committee on Fetus and the Newborn 


160. The Committee on Public Health of The Cana- 
dian Medical Association has noted during the past two 
years the contribution made by the Committee on Fetus 
and the Newborn, B.C. Division, Canadian Medical 
Association, to the practice of medicine in the province 
of British Columbia. Three years ago a study was per- 
formed on the incidence, treatment and results of treat- 
ment of erythroblastosis foetalis in this area and a large 
group of obstetricians, pediatricians and general prac- 
titioners was brought together to consider the informa- 
tion accumulated and to establish better diagnostic and 
treatment facilities. This group continued to meet for 
some time and eventually, to give continuity to the work 
of this group, the Committee on Fetus and the Newborn 
of the B.C. Division, Canadian Medical Association, was 
established. This Committee in the past two years has 
performed the following functions: 


(a) Published a booklet containing modern methods 
of treatment of erythroblastosis and means of 
implementation in the province of British Colum- 
bia. This booklet was distributed to all physicians 
and hospitals in British Columbia through joint 
efforts of the B.C. Division, Canadian Medical 
Association, and the Department of Health of the 
Province of British Columbia. 


Supplied consultative advice to the Department 
of Health relative to numbers and types of in- 
cubators for use in newborn nurseries in the hos- 
pitals in British Columbia. 


Brought to the attention of all hospitals the tech- 
niques to ensure that the oxygen concentration 
does not exceed 40 volumes per cent; this is the 
level at which retrolental fibroplasia does not 
occur. 


Established a joint committee with the Com- 
mittee on Public Health, Canadian Medical Asso- 
ciation, to study professional control nurseries and 
the resolution relative to the findings of this com- 
mittee appears in this report. 
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(e) Is receiving an increasing number of requests for 
assistance from official health agencies and hos- 
pitals in the province of British Columbia. 


In view of the foregoing, and the valuable pro- 
fessional assistance that the Committee on Fetus and the 
Newborn, B.C. Division, Canadian Medical Association, 
has given to the B.C. Division, Canadian Medical Asso- 
ciation, the Public Health Committee, Canadian Medical 
Association and official health agencies in British Col- 
umbia, it was felt that The Canadian Medical Association 
and the nine other Divisions should be made aware of 
these facts; no formal resolution is being presented but 
each Division should study the need of a similar com- 
mittee at the provincial level. 

Adopted. 
Public Health Teaching in Canada 


161. The 1955 Committee on Public Health of The 
Canadian Medical Association recommended that The 
Canadian Medical Association undertake a survey and 
report on undergraduate instruction in Public Health 
and Preventive Medicine as conducted in the medical 
schools of Canada. 

This resolution was tabled pending the publica- 
tion of the report of the Association of Canadian Medical 
Colleges by Dean Chester Stewart. 

Dean Stewart’s report was not available for study 
by this Committee until February 1956, and time did 
not allow a detailed study of this comprehensive report 
and implications contained therein. 

It was therefore resolved that the report of the 
Association of Canadian Medical Colleges entitled “Re- 
port on the Teaching of Public Health and Preventive 
Medicine in Canadian Medical Colleges”, together with 
a copy of the resolution on Public Health Teaching in 
fesade prepared by the 1955 Committee on Public 
Health, be referred to the incoming Committee on Pub- 
lic Health for further study and recommendations. 


All of which is respectfully submitted. 


G. R. F. ELLIOT, 
Chairman. 
Adopted. 


Personnel of Committee: 
Nucleus: 


Dr. G. R. F. Elliot, Vancouver—Chairman 
Dr. A. J. Nelson, Vancouver—Secretary 
Dr. H. S. Stalker, Vancouver 

Dr. Stewart Murray, Vancouver 

Dr. J. M. Mather, Vancouver 

Dr. J. F. McCreary, Vancouver 

Dr. L. E. Ranta, Vancouver 

Dr. N. J. Campbell, Vancouver 

Dr. G. F. Amyot, Victoria 

Dr. J. A. Taylor, Victoria 

Dr. G. G. Ferguson, Vancouver—Consultant 


Divisional Representatives: 


Dr. G. R. F. Elliot, Vancouver 

Dr. G. M. Little, Edmonton 

Dr. C. F. W. Hames, North Battleford 
Dr. J. N. R. Scatliff, St. Boniface 

Dr. L. W. C. Sturgeon, Welland 

Dr. A. Groulx, Montreal 

Dr. J. A. Melanson, Fredericton 

Dr. J. C. Wickwire, Liverpool 

Dr. O. H. Curtis, Charlottetown 

Dr. A. McDermott, St. John’s. 


REPORT OF THE COMMITTEE 
ON PUBLIC RELATIONS 


Mr. Chairman and Members of General Council: 


162. Activities in medical public relations reached new 
and encouraging heights during the past year. Evidence 
of the interest in this field were: the establishment of 
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public relations as a full-time Association staff function; 
expanded utilization of news media for health education 
and the publicizing of activities of organized medicine 
and its officers; publication of material to improve both 
external and internal relationships; improved integration 
of Divisional public relations programs; and the develop- 
ment and extension of public relations programs by 
Divisions and by allied medical organizations. 


STAFF 


163. On authority from the Executive Committee, and 
with subsequent concurrence by the General Council, 
your Committee approved the appointment of Mr. L. 
W. Holmes as Assistant Secretary on a one-year trial 
basis to conduct a full-time public relations program for 
The Association. Mr. Holmes assumed his duties on 
July 1, and his presence has permitted the prosecution 
of an expanded and continuing program. Recently, 
Madame Elise Coulombe of Quebec City was appointed 
to assist Mr. Holmes in public relations. Because of her 
complete bilingualism, Madame Coulombe’s services are 
permitting an extension of Association activities which 
serve the French-speaking doctor and the French- 
speaking public. At the same time, her assistance in 
public relations is making possible an expansion of 
The Association’s: general program. 


PUBLICATIONS 


164. You and The Canadian Medical Association 


Your Committee has long been aware of the 
need for some medium by which membership might be 
informed of the history, organization, functions and 
services of The Association and this year undertook the 
publication of a three-colour, 12-page booklet: You and 
The Canadian Medical Association. This has been pub- 
lished in English and French. The booklet has been 
distributed to every member of The Association and 
made available to potential members as well as to some 
non-medical elements. We believe that this publication 
answers, at least in part, the need for membership 
information and will serve as a valuable internal- 
relations tool. 


Statement on Health Insurance 


Another document printed and distributed by 
your Committee was the Statement of Policies and Prin- 
ciples on Health Insurance in Canada, 1955, adopted 
by the General Council at its last meeting. This four- 
page brochure, published under the title, Statement on 
Health Insurance, was distributed to Members of Par- 
liament and the Senate, to selected national professional, 
fraternal, service, labour and religious organizations, 
and to metropolitan newspapers. It is felt that this wide 
distribution did much to clarify and to publicize The 
Association’s stand on health insurance and _ helped 
shape favourable editorial comment in several leading 
newspapers. 


MEDIA 
165. Medical-Press Code of Co-operation 


In the Report of the Committee on Public 
Relations submitted to the General Council at its last 
meeting, mention was made of a Medical-Press Code of 
Co-operation which has been prepared with a view to 
guiding individual doctors and medical societies in 
their dealings with the news media: press, radio and 
television. Before any final version could be adopted 
however, it was felt necessary to canvass and incorporate. 
the views of the media so that this document would be, 
indeed, a co-operative guide. This was done at a special 
dinner meeting .on April 10, attended by members of 
the Nucleus Committee and the representatives of the 
news media. The Code of Co-operation as revised is 
submitted as an appendix to this report and your Com- 
mittee would recommend its adoption. Should General 
Council adopt this Code, your Committee would com- 
mend it to the Divisions and branch societies as a 
guide to regional and local press relations. 
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Press 


Preparation and distribution of regular and spe- 
cial press releases have become important Association 
public relations activities during the past year. Semi- 
monthly releases were prepared from articles appearing 
in the Canadian Medical Association Journal. Special 
news releases publicized the activities of Association 
committees. Of the sixty releases prepared and sent to 
leading dailies, radio and television stations, and to 
the Canadian Press wire service, approximately forty 
appeared in newspapers from coast to coast. The con- 
tent of some prompted favourable editorial comment. 
Your Committee believes that these news releases, in 
addition to meeting a basic need of the news media 
within the spirit of the proposed medical-press code, 
have helped keep the name of The Canadian Medical 
Association before the public, and through publicizing 
of The Association policies, helped shape a favourable 
public opinion. 


Television 


Three developments in television warranted the 
attention of this Committee. The first was cancellation 
of The Association’s endorsement of the American- 
produced television show “Medic.” This bi-weekly tele- 
cast is a dramatic production with a high, though 
diminishing popularity rating. It is seen on stations of 
the Canadian Broadcasting Corporation and its affiliates. 
This endorsement, granted in 1954, was dropped in the 
light of what was considered program deterioration— 
increased subordination of medical content in favour of 
the dramatic element. 

Aware of the interest of television stations in 
medical programs, and recognizing the profession’s 
responsibility in health education, your Committee ap- 
proved the purchase of nine television program packets 
for the use of local medical societies wishing to produce 
medical shows. These packets contain scripts and film 
strips for 15-minute health programs and permit the 
production of participating doctors. First use of the 
series was made by the Wingham and District Medical 
Society and resulted in viewer approbation. 

Within the past few weeks, a 46-minute tele- 
vision “kinescope” produced by CBC Vancouver with 
the co-operation of the British Columbia Division, was 
shown by the CBC over most of its Eastern and 
Central television stations. CBC decided to show the 
highly dramatic documentary program nationally when 
the initial telecasting in Vancouver resulted in excellent 
reviews and wide popular acclaim. 


INTEGRATION 


166. In past reports your Committee expressed con- 
cern over the program of integration of Divisional 
public relations programs, An approach to this problem 
was made in February 1954, with the holding of a 
national Public Relations Conference attended by Div- 
isional chairmen. With the appointment of Mr. Holmes, 
it was felt a more concerted effort could be made to 
achieve closer integration of Divisional programs. Since 
assuming his duties, the Assistant Secretary has been 
able to meet with most of the Divisional public rela- 
tions committees with a view to obtaining information 
on current programs, reviewing any specific problems 
and suggesting possible approaches to these. The differ- 
ing degrees of progressiveness exhibited in Divisional 
programs, and the nature of localized problems, indicate 
that integration must, of necessity, be loose. However, 
certain projects were urged upon all committees: the 
setting up of mediation committees and emergency 
call systems, and an attempt made to improve press 
relations. In those Divisions where these projects were 
already in hand no attempt was made to urge prosecu- 
tion of additional projects; the attempt was, rather, to 
bring less active Divisions up to the standards of the 
more active, keeping in mind local conditions. 
Another attempt at integration is being made 
through a quarterly Public Relations Progress Report 
prepared by Mr. Holmes in which he outlines activities 
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at C.M.A. House and suggests problems facing the 
Nucleus Committee. It is felt that this report may help 
keep members of the Committee on Public Relations 
abreast of activities in the field and suggest possible 
areas of pursuit by their own committees, 


Pusiic RELATIONS ForRuM 


167. Because internal public relations plays a signifi- 
cant role in any public relations program, your Com- 
mittee approved the publication, bi-weekly, of a column 
in the Canadian Medical Association Journal through 
which public -relations topics could be brought to the 
attention of the membership. This column, appearing 
in every issue of the Journal, is conducted by Mr. 
Holmes and suggests good PR techniques for both the 
individual doctor and for organized medicine. In addi- 
tion, Public Relations Forum, as the column is called, 
reviews activities in the field and makes _ literature 
available as it comes to hand at C.M.A. House. 


MEETINGS 


168. During the Asscciation year your Committee met 
four times. Many matters came to its attention, most 
of them dealt with affirmatively as indicated in the 
preceding sections. Two proposals, however, were re- 
jected by the Committee. Canadian Marketing Analysis 
Limited, a Toronto social research firm, proposed a 
motivation study of the Canadian physician and sought 
the assistance of The Association. Control of the results 
of this study would have required $6,000 expenditure 
by The Association. After study your Committee felt 
that the possible informational return from the survey 
did not warrant such a substantial investment. Your 
Committee also withheld decision on a public opinion 
survey proposed by Mr. Holmes. It was felt that areas 
of weakness are already known and that present efforts 
should be continued to correct them. 


Pusiic RELATIONS SCENE 


169. In his visits to Divisions during the past year, 
Mr. Holmes had an opportunity to review current 
public relations programs and has made the following 
report on Divisional activities: 


British Columbia: Perhaps the most extensive 
Divisional PR program is being prosecuted in British 
Columbia. To handle working details of the program, 
a large PR Committee divides responsibilities among 
one- and two-man sub-committees. At a cost of $83 
per program, the B.C. Division airs 26 fifteen-minute 
weekly radio programs each year, reaching an estimated 
9,000 listening homes. Participants are selected from 
the membership and discuss medical and socio-economic 
topics. This project is in its fourth year. The Division 
has also established excellent press relations and con- 
ducts a weekly health column in both the Vancouver 
Province and the Victoria Daily Colonist. Articles are 
written by doctors at the request of the PR Committee. 
Co-operation with the Vancouver Province has made 
possible the staging of health forums in that city. These 
have been extremely well attended, drawing audiences 
of upwards of 2,000. In addition to these activities 
involving the news media, the Division has a vigorous 
and active Mediation Committee and mechanism for 
handling emergency calls. 


Alberta: Until this year public relations in the 
Alberta Division was a relatively inactive part of the 
program. In December, however, PR Committee Chair- 
men were appointed for all branch societies and specific 
activities recommended. Among these are the publicizing 
of the Division’s Mediation Committee which was set 
up some time ago but only publicized at inception. 
Extension and publicizing of emergency call systems, 
which have been set up in most of the major centres, 
was recommended. The Divisional PR Committee also 
recommended that a speaker to discuss ethics and public 
relations accompany the Divisional President-Elect during 
his annual tour of branch societies. 


Manitoba: Emergency Call Systems and the 
Mediation Committee function in Manitoba and are 
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periodically publicized to keep the public informed of 
these services. Press relations is handled by members 
of the Public Relations Committee as the occasion 
demands. 

Ontario: Interest in public relations in Ontario 
has been increasing and the most significant evidence 
of this is a decision by the Board of Directors of the 
Ontario Medical Association to appoint a full-time public 
relations officer. On February 1, 1956 the O.M.A. spon- 
sored the Third Annual Public Relations Conference 
in Toronto. This was attended by more than 75 rep- 
resentatives of branch societies in the Division. The 
conference, adjudged the most successful of such con- 
ferences sponsored by the Division, stressed the “How” 
of public relations and outlined the details of program 
implementation. A large number of the Division’s branch 
societies have adequate emergency call service and the 
Division has an active Mediation Committee. Several 
of the branch societies have utilized radio and television 
for the purpose of health education and many can 
boast of excellent press relations. 


Maritimes: Public relations activities in the East 
Coast Divisions have been limited essentially to meeting 
problems as they arise. Exceptions to this rule are local- 
ized efforts to provide emergency call services and to 
utilize the popular media, in particular, radio. 


Affiliated Medical Bodies: Expansion of medical 
public relations is evinced by the development of a 
public relations program by the College of General 
Practice of Canada. The College of General Practice 
has engaged the services of J. Walter Thompson Com- 
pany as PR Counsel and has evolved a program with 
the co-operation of your Committee. 


ANNUAL MEETING 


170. The newsworthiness of the Annual Meeting of 
our Association has been stressed in the past. This 
year we welcome representatives of the French-language 
news media as well as of the many media who regularly 
have covered these important medical gatherings. A 
concerted effort has been made to provide blanket 
coverage of the meeting including extensive advance 
publicity. The success of this important aspect of the 
Annual Meeting depends almost completely on the 
willingness of participants to meet with representatives 
of the press, radio and television as requested. Only 
thus will accuracy be served. 

All of which is respectfully submitted. 

J. WALLACE GRAHAM, 
Chairman. 

Personnel of Committee: 

Nucleus: Dr. D. E. Cannell, Toronto 

Dr. G. A. Sinclair, Toronto 

Dr. Carmi Warren, Toronto 

Dr. J. D. M. Griffin, Toronto 

Dr. R. A. Mustard, Toronto 

Dr. J. E. Sharpe, Toronto 

Dr. W. C. Givens, Toronto 

Dr. E. C. Steele, Toronto 

Dr. G. I. Sawyer, Toronto 

Mr. L. W. Holmes, Toronto 

Divisional Representatives: 

Dr. R. A. Stanley, Vancouver 

Dr. A. A. Haig, Lethbridge 

Dr. E. W. Barootes, Regina 

Dr. L. A. Sigurdson, Winnipeg 

Dr. R. S. Duggan, St. David’s 

Dr. Jacques Durivage, Montreal 

Dr. E. F. Crutchlow, Montreal 

Dr. Fred Cheesman, Saint John 

Dr. F. J. Barton, Dartmouth 

Dr. J. A. McMillan, Charlottetown 

Dr. Robert J. Simms, St. John’s 


Dr. F. A. Turnbull referred to the Code of Co- 
operation mentioned at Section 165 and reproduced as 
an appendix to the Committee’s report. He appreciated 
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the importance of this document and felt that it should 
be carefully studied by the Divisions prior to its adoption 
by the C.M.A. Dr. Graham indicated that the Code, in 
draft form, had twice been circulated to all Divisional 
Committees on Public Relations but he was prepared to 
have it examined at the level of Divisional Executives 
before it was regardec' as an official document. Dr. L. V. 
Lang expressed the vi.w that the inclusion of the words 
“If the patient is unconscious, a statement to this effect 
may be made at the doctor’s discretion” was unwise as 
the disclosure of such information might possibly react 
adversely to the patient. 


It was moved by Dr. F. A. Turnbull, 
seconded by Dr. E. W. Boak, 
THAT the Code of Co-operation be received as 
a guide, rather than adopted, and that the Execu- 
tive Committee be instructed to circulate this 
Code to the Divisions and request suggestions. 
Carried. 
It was moved by Dr. J. W. Graham, . 
seconded by Dr. H. T. Ewart, 
THAT the Report of the Committee on Public 
Relations, as amended, be adopted. 
Carried. 





A CODE OF CO-OPERATION 
Organized Medicine — Physicians — Press 
Radio — Television 
The Canadian Medical Association, 150 St. George St., 
Toronto 5, Ont. 


PREAMBLE 
. . . A Statement of Principles 

This Code of Co-operation is for the guidance 
of Divisions of The Canadian Medical Association, their 
branch societies, and members in their relations with 
the news media. It is, too, a guide for news media in 
the gathering and dissemination of medical news. 

It is not a code of censorship. 


It is not a code of suppression or individual 
whim. 


It imposes on participants certain duties and 
responsibilities. 

In order for the Code to function, those respon- 
sibilities must be met fully and willingly. 


By accepting the Code, the news media agree: 


1. To consult qualified sources for medical stories, 
‘living up to the spirit and letter of the Code of 
Co-operation in seeking such sources and stories. 


2. To present fairly and accurately news thus gath- 
ered, so that public confidence can be unequi- 
vocal in medical reporting. 


The doctors participating in this Code agree: 


1. To be available to news media, within the spirit 
and letter of the Code, and in so far as possible, 
within the time requirements of the media. 


2. To co-operate without mental reservation or per- 
sonal exception with the Code and with the news 
media. 


If, on either side, the Code is corrupted to 
provide personal glorification—and only that—for a doc- 
tor, an institution, a writer or a news medium, it cannot 
function. 


If it becomes a weapon of reprisal, prejudice, 
or personal annoyance, it is useless. 


Only by full, genuine and wholehearted par- 
ticipation by the news media and the medical profession 
can the Code of Co-operation attain its eminent and 
desirable purposes. 


To the goal of accurate, objective reporting of all 
medical matters and to free access of necessary medica 
information for such reporting is this Code of Co- 
operation dedicated. 
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INTRODUCTION 


Medicine and the broader aspects of health are 
matters of intense personal concern to everyone and, in 
consequence, considered newsworthy by press, radio, 
television and the other news media. 


These news media have a social obligation to 
keep the public informed of the news and in the 
fulfillment of this obligation they are entitled to the 
intelligent co-operation of the medical profession, a 
major source of medical news. 


Conversely, the medical profession, in meeting 
its obligations to safeguard the life, health and legal 
rights of the patient and to educate the public in 
matters of health, is entitled to the understanding and 
co-operation of the news media. 


The professional life of the doctor is guided by 
his Code of Ethics; the news medium functions within 
the guiding framework of the Canons of Journalism, or 
radio and television codes. Recognition and under 
standing of these self-imposed principles of conduct, 
an intelligent interpretation of them, and an_ honest 
desire to develop a sound basis for co-operation are 
the prerequisites for amicable and constructive medical- 
press relations. 


This Code of Co-operation, developed by The 
Canadian Medical Association with the assistance of 
representatives of the news media, evinces awareness of 
these needs and is an attempt to meet them. To the 
degree that it is accepted and utilized, to that degree 
will it succeed. 

. . . A Word to the Doctor 


Information about your patients 


As attending physician, you have an obligation 
to respect confidences and should not release news 
without the patient’s consent or those authorized to 
speak for him. 

When news of patients is part of the public 
record, e.g., accidents where police have investigated 
or where reports have been made to civil authorities, 
such news can be regarded as automatically released 
for publication. You need have no feeling of respon- 
sibility in connection with the release of facts in the 
above circumstances.* You should, however, make it clear 


that your name is not to be quoted and that the patient’s 


interests are the first consideration. 

_ In such cases of public record, or where the 
-news media have obtained partial information, you may 
confirm, or correct the following: 


Name 

Address 

Age 

Sex 

Race 

Marital status 

Employer 

Occupation 

Name of parents in case of births 
Next-of-kin in case of deaths 
Name of undertaker in case of death 


Obviously, in the majority of cases this informa- 
tion is obtained from a hospital spokesman, or from 
police or fire department records. 

When you, as attending physician, are inter- 
viewed, it is usually to confirm the extent of injuries 
or the nature and seriousness of the illness. 


Accidents 


If the accident case is a matter of public record, 
it is recommended that the following information be 
made available to the news media: 


*Although many doctors and hospitals in the Province 
of Quebec co-operate with the news.media along the 


lines suggested in this Code, in principle the terms of 
this code as they relate to information about patients 
which is in the public domain (accidents, etc.), are not 
applicable in Quebec where Provincial Law forbids the 
release of any information, irrespective of circumstances, 
without patient’s consent. 
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Name of patient 

Address 

Sex 

Approximate age 

Whether injuries external or internal 


The doctor, at his discretion, may further classify 
these as (i) upper body, (ii) internal, (iii) trunk, (iv) 
extremities, 

Most hospitals have established a daily “critically 
ill” list and will divulge this information to the news 
media unless otherwise requested by patients or rela- 
tives. Other classifications used, where proper, are (i) 
good, (ii) fair, (iii) serious, (iv) critical. 

If the patient is unconscious, a statement to this 
effect may be made at the doctor’s discretion. 


Reporters should properly contact police officers 
for information as to the cause of an accident and 
how it occurred. 


No statement may be made that there was suicide 
or attempted suicide. 


No statement shall be made to the effect that 
liquor or drug addiction was involved. 


As the attending physician, you often are the 
first to know the details of an accident and the news 
media understandably will accept every bit of informa- 
tion you wish to give. Your opinion on anything beyond 
name, address, extent and seriousness of injury may 
embarrass investigation by the authorities. 


Hospitalized patients 


You should not originate news reports concerning 
patients except with their consent or the consent of 
those authorized to speak for them. However, when 
the news media get news from other sources, and call 
you for confirmation, in the interest of accuracy you 
should obtain authority and co-operate by answering 
inquiries. 

Many hospitals subscribe to a Hospital-Press 
Code or have developed their own regulations suggest- 
ing to hospital staffs the proper course to be followed 
in dealing with the news media. The C.M.A. Code of 
Co-operation reflects the spirit of several known hospital 
codes. As a member of the medical staff of a hospital, 
you should be aware of that institution’s attitude toward 
press relations and be guided by that knowledge in the 
interest of good doctor-hospital relations and of im- 
proved press relations. 

Where, however, the hospital’s attitude toward 
the press is more restrictive than that expressed for 
the profession in this Code, it is suggested that you 
strive to effect better press relations by persuading the 
hospital administration to adopt more liberal views. 


Non-hospitalized patients 
The above applies. 


The public personality 


When a patient is a person of unusual prom- 
inence, it is difficult to suppress news. Every reason- 
able attempt should be made to get the patient’s 
consent, and if consent is not obtainable, the news 


should be withheld. 


Public anxiety in such cases often makes the 
name of the attending physician or physicians im- 
portant. If you are releasing the names of more than 
one physician, request that the names be listed alpha- 
betically. 


Photographs of patients 


Written consent or witnessed verbal consent_ of 
patients and the attending physician are necessary be- 
fore pictures can be taken in a hospital. If a patient 
is a minor, consent of parents or guardians and the 
physician should always be required. 

Deceased or unconscious patients should never 
be photographed except in police cases and in such 
cases police are the authority. 
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An article for publication 

When you are asked by a non-medical publica- 
tion—a newspaper, monthly magazine, house organ, etc. 
—for an article, get in touch with your local medical 
society and follow procedure it has laid down. 


You may, on the other hand, be asked by your 
society to prepare an article, or to be interviewed by 
the local news media. You should accept such an as- 
signment if your time will allow; it can do much to 
create goodwill for the profession in the community. 


Will you appear on a radio or television program? 


If these programs are of a medical nature (are 
not confined to your hobby or a trip abroad) you should 
refer to your local medical society for guidance, and, 
if you appear, you should be identified as a member 
of that society. It may be, of course, that you or your 
society may feel that another doctor should appear 
because of his special experience or availability. To 
adhere to medical ethics and to avoid self-aggrandize- 
ment, this procedure should always be followed. 


You are asked to speak in public 


In many communities, doctors in private practice 
are frequently asked to address a service club or 
similar public gathering on some medical subject. These 
appearances are most important in fostering good re- 
lations with the public and should be accepted within 
the framework of local medical society policies. 

A prepared manuscript facilitates accurate re- 
porting. You will find that reporters appreciate this 
courtesy as they can quote accurately from context. 
Indicate, too, that you will be glad to meet reporters 
after the meeting to answer questions about your 
address. 

If you speak on matters of medical policy, your 
listeners will obviously interpret your words as an ex- 
pression of the profession’s view. It is essential, there- 
fore, that you be familiar with the policies of organized 
medicine before public discussion. 


You are asked for a medical opinion 


Often scientific news from other communities 
reaches your local news media which may seek to 
have it localized or evaluated. 

It is recommended elsewhere in this Code (page 
6, paragraph 3) that the local society anticipate the 
needs of the news media and prepare for distribution 
to them as a guide, a list of spokesmen in each field 
of medicine. 

Should your name not be on this society list 
and you should be approached by the news media for 
comment or opinion, it is recommended that you refer 
to your local society for guidance. Keeping in mind 
the need for speed in such cases, you should do every- 
thing to facilitate the request. 

Often local stories on rare and unusual diseases, 
new or unusual treatments or procedures, new drugs, 
etc., are traced by the news media, and again you may 
be called. The same procedure should apply. 


a * = 


. . . A Word to Medical Societies 

Officers 

Officers and spokesmen of medical societies 
should be available at all times to representatives of 
the news media to obtain authentic information as 
promptly as possible on health and medical subjects. 
If the information is not available the society officers 
should either obtain the information or locate a com- 
petent authority from which the news media can obtain 
it directly. 

Officers of medical societies and designated 
spokesmen may be quoted by name in matters of public 
interest for purposes of authenticating information given. 

It is strongly recommended that medical societies 
prepare a list of spokesmen representing the different 
fields of medicine, including organized medicine, and 
provide the news media with a copy of this list. It is 
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further suggested that this list include hospital depart- 
mental heads and be updated as required. 

These spokesmen should be requested to speak 
for the society without further checking with the 
society when contacted by the news media. It should 
be stressed among society members that these spokes- 
men, acting on society request, are exempt from 
criticism. 

Election of Officers 


The official spokesman for the society or some- 
one designated for him should accept responsibility for 
informing news media of the election of officers and 
the naming of committees immediately at the con- 
clusion of the election meeting. 


News of meetings 

Appropriate officers of the society should notify 
the news media of the date on which meetings are 
to be held, and the nature of the programs, and 
should be prepared to state whether or not reporters 
will be admitted. 


Scientific programs 

When scientific papers are to be given, arrange- 
ments should be made for speakers to meet the press 
as soon after presentation as possible. Many papers are 
too technical for the lay press and interpretation and 
explanation are necessary. 


C.M.A. annual convention and Divisional 
meetings 


Program speakers, panel members and committee 
chairmen should meet reporters to brief them on content 
in closed sessions, and in scientific discussions, and to 
interpret and explain scientific papers. At such con- 
ventions and meetings a spokesman should be designated 
to meet and assist the news media representatives. 


* a * 


....A Word to the News Media 


Representatives of all news media should recog- 
nize that the first obligation of the physician is to safe- 
guard the life and health of the patient, and should 
co-operate by refraining from any action or demands 
which might jeopardize the patient’s life, health or right 
to privacy. 

When a physician or hospital authority is quoted 
directly and by name, representatives of the news media 
should make certain to the best of their ability that the 
quotation is accurate both in content and context. 


On all matters of health and medical news, repre- 
sentatives of the news media should make every reason- 
able effort to obtain authentic information from qualified 
sources before proceeding to publish or broadcast. The 
news media should make every effort to seek out spokes- 
men designated by the local medical society if a list of 
such aie has been provided, and should realize 
that doctors other than those on the list may feel obliged 
to check with the society for guidance before expressing 
an opinion. 

Representatives of the news media should exer- 
cise editorial judgment to avoid publishing material de- 
signed solely to exploit the patient or the doctor. 

Radio and television broadcasters should limit in- 
troductions of physicians to avoid any unnecessary 
“build-up” of the individual involved. 


& ® % 
EPILOGUE 


The Code contained in the preceding pages is, it 
is hoped, a living, dynamic document capable of sus- 
tained growth toward the shared goal of a public in- 
formed on medical news. 


As the Preamble emphasizes, this Code is not a 
restrictive agreement or a “contract” in any sense. Rather, 
it is a co-operative effort and, as such, it is subject to 
continuing review and improvement. Experience will 
serve to designate weaknesses and perfectable strengths. 
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This Code imposes certain ethical and honourable 
responsibilities upon those who seek a common purpose 
within its framework. Its sole authority lies in the desire 
of all concerned to practise a closer co-operation for the 
public benefit. It stands or falls as a voluntary document. 

To the extent that, through willing joint effort, 
it frees useful, pertinent, and accurate information pre- 
viously fettered by unavailability or distrust, in that 
measure it succeeds. 


REPORT OF THE CANADIAN 
PSYCHIATRIC ASSOCIATION 


Mr. Chairman and Members of General Council: 


171. During the past year The Canadian Medical 
Association extended an invitation to its affiliate the 
Canadian Psychiatric Association to act as an advisory 
body to C.M.A. on mental health matters. This arrange- 
ment apparently replaces the previous Committee on 
Mental Hygiene which formerly existed as a_sub- 
committee of the C.M.A. Committee on Public 
Health. The Canadian Psychiatric Association was 
pleased to accept this invitation and is quite happy to 
advise the C.M.A. on matters related to mental health 
and would, of course, feel free to enlist the support of 
C.M.A. in projects of mutual interest to both bodies. On 
the other hand, the Canadian Psychiatric Association, as 
the national association of Canadian psychiatrists, wishes 
to continue to maintain freedom of movement in matters 
particularly and peculiarly affecting psychiatrists. 

172. During the past twelve months several matters 
have come up which are of importance in the mental 
health field. In the fall of 1955 the Canadian Psychiatric 
Association presented a brief to the Royal Commission 
on the Law of Insanity as a Defence in Criminal Cases 
and was pleased to know that the brief was endorsed by 
The Canadian Medical Association. 


173. During the present session of the House of Com- 
mons in Ottawa it was learned that a private Member 
was proposing to introduce a Bill to establish a national 
mental health survey. The Canadian Psychiatric Associa- 
tion feels that this is a very important and worthwhile 
project and has informed the Member of the Associa- 
tion’s interest and support. At the same time the Pres- 
ident of the Canadian Psychiatric Association requested 
The Canadian Medical Association to do likewise and 
was gratified to learn that such support would be forth- 
coming. 
All of which is respectfully submitted. 
C. A. ROBERTS, 


Secretary, Canadian Psychiatric Association. 


It was moved by Dr. G. E. Hobbs, 
seconded by Dr. R. O. Jones, 


THAT the Report of the Canadian Psychiatric 
Association be adopted. 
Carried. 


REPORT OF THE COMMITTEE 
ON REHABILITATION 


Mr. Chairman and Members of General Council: 


174. Your Committee on Rehabilitation reporting to 
the last Annual Meeting reviewed the development of re- 
habilitative services across Canada, indicated the very 
useful discussion at the first Conference on Rehabilita- 
tion organized under C.M.A. auspices and presented for 
approval the Statement on Rehabilitation. Arising from 
the discussion of this report a resolution of the General 
Council indicated the need for further educational efforts 
in the process of rehabilitation directed towards the 
practising physician. 

175. Your Committee on Rehabilitation debated the 
possibility of inaugurating such a teaching program 
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under its own auspices, but concluded that the relative 
scarcity of qualified workers made it undesirable at this 
time to dissipate their energies by an extensive decentral- 
ized approach. Instead, we have encouraged and 
assisted interested groups in the Divisions and the Univer- 
sities to conduct intensive courses for practising physi- 
cians. Two such teaching sessions have been held since 
we last reported, one in Saskatoon in the autumn of 
1955, and one in Toronto April 11-13, 1956. The success 
of such ventures is not easy to assess and, indeed, alone 
they signify little, but as the initial two meetings of a 
series, much may be accomplished over the years. 


176. Of equal or greater importance is the teaching 
program evolving for anabidie. In order to deter- 
mine the extent of teaching in the realm of rehabilita- 
tion medicine in Canadian medical schools, a question- 
naire was sent to the Dean of each school. Replies were 
received from twelve schools. In five schools there are 
now chairs of Physical Medicine and Rehabilitation. In 
all schools some emphasis is being placed on rehabilita- 
tion. The time devoted to this teaching and the depart- 
ments responsible for it, vary from one school to 
another. Indeed, it is not always possible to assess the 
time and effort so directed, for it may be part of the 
course in therapeutics or medicine or surgery rather 
than a separate discipline, or it may be specifically de- 
fined with time allotted and a special curriculum 


drafted. 


177. The facilities for clinical work vary from one 
school to another, but in practically all schools where 
rehabilitation services are available as part of a general 
hospital or rehabilitation centre, use is made of these 
facilities in the teaching program. It should be borne in 
mind that ten years ago the term rehabilitation was un- 
known to the medical undergraduate. 


178. The Report and Recommendations of the National 
Advisory Committee on the Rehabilitation of Disabled 
Persons has been presented to the Federal Government 
after four years of study, but has not yet been published. 


179. The National Advisory Committee on the Re- 
habilitation of Disabled Persons was established by Order 
in Council P.C. 6806 and continued by P.C. 1954-655, in 
consequence of one of the recommendations made by the 
National Conference on Rehabilitation held in Toronto 
in February 1951, under the auspices of the Government 
of Canada. This Conference made sixteen additional and 
specific recommendations. 


duties and powers of the National Advisory 
Committee are as follows: 


(a) To advise the Government on all matters pertain- 
ing to the rehabilitation of disabled civilians and 
upon such other questions relating to handicapped 
persons as may from time to time be referred to 
it, and 

(b) To form an Executive Committee and such work- 
ing sub-committees as may be deemed necessary. 


180. Arising out of the studies made here and else- 
where, the need for rehabilitation services has been 
widely recognized. The United Nations and its member 
agencies have from time to time issued statements and 
recommendations regarding the implementation of re- 
habilitation plans as a necessary feature of any nation’s 
program. The recent recommendation on the vocational 
rehabilitation of the disabled issued by the International 
Labour Office and endorsed by the workers, employers 
and governments of seventy nations, gives ample evi- 
dence of the importance now attached to this subject. 


181. The need for, the nature of and feasibility of 
rehabilitation, has been established on the basis of the 
efficiency of disabled workers, the occupational efficiency 
and versatility of disabled workers and the economics 
of rehabilitation. 


182. The essential rehabilitation services have been 
defined, the principles of organization expounded, and 
the importance of the purchase of services as an integral 
part of any plan have been emphasized. It has been 
stressed that in any rehabilitation program each indi- 
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vidual problem must be dealt with on a separate basis, 
and that the services necessary to each individual must 


be geared to his particular needs. The need for unity 
or co-ordination of administrative responsibilities and of 
organization at Federal and Provincial Government level, 
is a prime requirement. 


183. The fullest possible participation of the voluntary 
agencies in a Canadian rehabilitation plan is accepted as 
part of the plan. Such a plan should increase their op- 
portunities for service and enable them to assume a role 
of ever increasing importance in the community. 


184. Because the foregoing are the essentials of any 
rehabilitation plan based on the conviction that the op- 
portunity to emancipate himself from the needless con- 
sequences of disability should be regarded as a reason- 
able expectation of every disabled Canadian, the follow- 
ing recommendations are made: 


The extent to which the Government of Canada 
will assist the provinces should be clearly defined by 
legislation. Failing this, the provinces are deprived of 
information essential in planning for the rehabilitaton 
of their disabled citizens. 

It may be expected that annual rehabilitation 

program costs will rise during the first few years until 
the volume of service balances the need. Hence con- 
tinued Federal participation is required. This can be 
best assured by the enactment of a statute in which 
Federal financial participation would be set forth in 
terms of the particular rehabilitation services for which 
the provinces would be reimbursed. 
185. The following recommendations are put forward 
to advance the nation-wide rehabilitation program, to 
facilitate action by Provincial Governments and volun- 
tary associations and to create an organizational, financial 
and legislative environment in which rehabilitation 
services will flourish. 


MaINnN RECOMMENDATIONS: 


A Proposed Disabled Persons’ Rehabilitation Act: 


186. It is recommended that a Disabled Persons’ Re- 
habilitation Act should embrace at least the following 
points: 

1. A definition of disabled persons for which the 
following is proposed: 

“Disabled persons are those persons who, because 
of physical or mental impairment require special assist- 
ance to enable them to make their full contsibution to 
the life of the community.” 


2. A system of administration whereby the 
Government of Canada is required to approve plans sub- 
mitted by Provincial Governments for the provision or 
purchase of rehabilitation services for disabled persons. 


3. In connection with any such proposed plans the 
Government of Canada should, where such services have 
been provided free to the individual, assist the provincial 
governments with the 


(a) Medical examination; 


(b) Any medical, surgical or psychiatric treatment 
necessary to eliminate or substantially minimize 
any static or apparently chronic disabling condi- 
tion, the provision of necessary artificial appliances 
and training in their use; 

(c) Pre-vocational training and vocational training; 


(d) Care in a hospital, school or other residential 
institution as an inpatient or an outpatient where 
such care is essential to the rehabilitation of the 
disabled person; 

(e) Maintenance or travelling allowances essential 
during the rehabilitation of the disabled persons 
concerned; 

(f) Rehabilitation counselling, vocational guidance, 
psycho-social and other professional services. 


4. The provision of. fellowships to assist in the 
postgraduate training of essential rehabilitation personnel. 
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CONCURRENT RECOMMENDATIONS: 


(a) Involving Amendment to Existing Legislation: 
187. That the Hospital Construction Grant be extended 
to remove the present ceilings on financial assistance 
which can be made available to centres providing out- 
patient services and which are not attached to general 
hospitals, 


(b) Continuation of Existing Legislation: 


(i) That no change be made with respect to the 
inclusion of rehabilitation services in the Mental 
Health Grant. The rate at which provinces will 
wish to integrate rehabilitation services provided 
under these grants with the general program will 
vary. 

(ii) That the Canadian Vocational Training Co- 
ordination Act, Schedule “R” be continued in its 
present general effect and form and that the 
other Acts upon which direct Federal Rehabilita- 
tion activities depend such as those of Indian 
Affairs Branch of the Federal Department of 
Citizenship and Immigration, the Department of 
Veterans Affairs and National Employment 
Service of Canada, be continued in the same gen- 
eral effect and form as at present with respect 
to those activities, 


(c) Not Involving Legislation: 

(i) The Mentally Ill: Under the proposals contained 
in this report, provinces will be free to utilize the 
various rehabilitation services and facilities on 
behalf of the mentally ill. It is believed, however, 
that the whole question of the rehabilitation of the 
mentally and emotionally ill requires further 
study. 

(ii) Crippled children: It is assumed that in the 
services to be provided under the rehabilitation 

rogram, the services for cri age children will 
* integrated as far as possible with those for 
disabled adults. It is recommended that further 
studies be made of the needs of crippled and 
exceptional children. 


As the disabled have been defined as those who 
because of physical or mental impairment require special 
assistance to enable them to make their maximum 
contribution to the community, programs that give re- 
habilitation services to the mentally ill or crippled chil- 
dren must at all times be considered as part of the 
broad over-all approach to rehabilitation. 


188. It will be observed that the recommendations of 
the National Advisory Committee on the Rehabilitation 
of Disabled Persons are specific and far-reaching. None 
of the legislative proposals have yet been acted upon 
and it would appear that the active support of interested 
organizations will be required to have ens implemented. 
Your Committee on Rehabilitation recommends that 
endorsement of The Canadian Medical Association be 
given and that your Committee be authorized to pursue 
the recommendations with a view to their enactment. 


All of which is respectfully submitted. 


A. T. JOUSSE, 
Chairman. 


Personnel of Committee: 
Divisional Representatives: 


Dr. W. J. Thompson, Vancouver 
Dr. J. R. Fowler, Edmonton 

Dr. T. E. Hunt, Saskatoon 

Dr. F. H. Smith, Winnipeg 

Dr. B. H. Young, Malton 

Dr. C. McG. Gardner, Montreal 
Dr. V. M. Zed, Saint John 

Dr. W. D. Stevenson, Halifax 
Dr. T. A. Laidlaw, Charlottetown 
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Dr. G. D. W. Cameron spoke to the reference in 
the report to the Report of the National Advisory Com- 
mittee on the Rehabilitation of Disabled Persons. This 
document has been received by the Ministers concerned 
but it has not yet been released for public discussion. 
He stated that funds of the Rehabilitation Grant have 
largely been used to purchase equipment and to pay for 
facilities. In two provinces, however, projects involving 
the purchase of services by doctors and others have 
been approved. 


It was moved by Dr. W. A. Wilford, 
seconded by Dr. F. M. Blackwell, 


THAT the Executive Committee be urged to 
seek the implementation of the recommendations 
set out in Sections 186-188 with particular refer- 
ence to medical assessment and the purchase of 
rehabilitation services. 
Carried. 
It was moved by Dr. A. T. Jousse, 


seconded by Dr. M. A. R. Young, 


THAT the Report of the Committee on Rehabili- 
tation be adopted. 
Carried. 


REPORT OF THE COMMITTEE 
ON TRAFFIC ACCIDENTS 


Mr. Chairman and Members of General Council: 


189. The Committee on Traffic Accidents is a special 
committee, established hv the Executive Committee last 
year, following the Montreal Conference on Traffic 
Accidents. 


190. Your Chairman, on invitation, met the Executive 
Committee and summarized the recommendations of the 
Montreal Conference at a meeting last fall (November 
1955). He suggested that a National Institute for medical 
research in traffic accidents be established in Canada, 
and that the medical profession provide the leadership 
for such an Institute. 


191. The Executive Committee approved the principle 
of establishing an Institute and voted funds ($2,000.00) 
for the purpose of calling a meeting of the national Com- 
mittee on Traffic Accidents in the spring of 1956. An 
additional $1,800.00 was voted at the spring meeting 
of the Executive to further this work. 


192. In the meantime your Chairman was able to con- 
tact those in the United States and Canada who have 
been interested and active in this field, including the 
Automotive Crash Injury Project at Cornell Medical 
College, New York, and various university centres across 
Canada. Arising out of these meetings a comprehensive 
program has been formulated for the prevention and 
treatment of traffic accidents through a Research 
Foundation. 


193. On April 20th and 2lst, 1956, the Committee on 
Traffic Accidents met in Montreal, and spent a profitable 
two days discussing various aspects of traffic accidents. 
The Chairmen of the Divisional Committees on Traffic 
Accidents reported activities in their respective pro- 
vinces, A good deal of information was gained concern- 
ing programs now under development in different parts 
—— as well as the need for further research in this 
e 


194. Dr John Moore, Director of the Automotive 
Crash Injury Project at Cornell Medical College, con- 
tributed greatly to the meeting and discussed an epi- 
demiological approach in the study, cause and effect of 
automotive injuries. The program in the United States 
has been under way for the past few years. Dr. Moore 


emphasized the need for medical leadership in the field 
of traffic accidents. 
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195. The Nucleus Committee, in Montreal, who are 
the same group responsible for the Montreal Conference 


in 1955, have been largely responsible for exploring ways 
and means of establishing a Research Foundation and its 
probable role in Canada. The plans for this Foundation 
are contained in the April 1, 1956 issue of the C. M. A. J. 
It is anticipated that such an Institute will operate in the 
field of traffic accident research in a similar way to that 
of the Canadian Cancer Institute in cancer research. The 
Royal College of Physicians and Surgeons of Canada and 
lAssociation des Médecins de Langue Francaise du 
Canada have both indicated an interest in such a pro- 
ject, and the Canadian Bar Association is presently draw- 
ing up an application for a Federal Charter. 


196. Arising out of the above-mentioned meeting, your 
Committee unanimously passed a_ resolution “whole- 
heartedly endorsing the establishment of the Canadian 
Medical Traffic Accident Research Foundation and re- 
commends to General Council that it be authorized, with 
power to add, to proceed with an application for a 
Charter for the Foundation”. 


197. It is anticipated that when the medical profession 
have indicated their intent to proceed with a Federal 
Charter, the automotive and other interested industries 
will then move toward the establishment of an organ- 
izational body for the support of such a Foundation. 


198. The Committee also recommends that the activity 
and interest of the C.M.A. be made known officially to 
the R.C.M.P. and various other national organizations in 
Canada who are also interested in this field, so that the 
best possible co-operation may be effected between these 
bodies and medical representatives at all levels of 
authority. 


199. In defining the participation of the medical pro- 

fession in the field of traffic accidents, the Committee 

agreed that the medical profession could best serve the 

public by 

(a) sponsoring a Canadian Medical Traffic Accident Re- 
search Foundation as outlined above and 

(b) by giving medical assistance in the following areas 

(1) the provision of rapid transportation of the injured 
to the hospital; 

(2) improving immediate treatment of injured persons 
in hospital by trained personnel, as well as ade- 
quate nursing and after-care; 

(3) attention to medical aspects of licensing drivers; 

(4) support of an educational program for drivers and 
the public at large. 

200. Finally, Mr. Chairman, it is the recommendation 
of this Committee that a Standing Committee of the 
C.M.A. be established, to be named “Committee on the 
Medical Aspects of Traffic Accidents”. This Committee 
would confine its attention to medical aspects of traffic 
accidents, for which it is best qualified, but would also 
co-operate with the traffic, engineering and other safety 
bodies now providing such an excellent service in 
Canada. 

201. In view of the increasing importance of traffic 
accidents as a cause of morbidity and mortality, it is the 
opinion of this Committee that provision should be made 
in the budget for a meeting of the Committee during 
the ensuing vear. 


All of which is respectfully submitted. 
HAROLD W. ELLIOTT, 
Chairman. 
Personnel of Committee: 
Nucleus: 
Dr. E. F. Crutchlow, Montreal 
Dr. Claude Bertrand, Montreal 
Dr. G. W. Halpenny, Montreal 
Dr. Harry S. Morton, Montreal 
Dr. Douglas Cameron, Montreal 
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Divisional Representatives: 


Dr. T. R. Harmon, Vancouver 

Dr. J. P. Moreau, Edmonton 

Dr. C. H. Andrews, Prince Albert 
Dr. C. A. R. Gordon, Winnipeg 

Dr. C. M. Johnston, Port Arthur 
Dr. Harold W. Elliott, Montreal 
Dr. Beverley L. Jewett, Fredericton 
Dr. A. L. Murphy, Halifax 

Dr. W. B. Howatt, Summerside. 


It was moved by Dr. C. M. Warren, 
seconded by Dr. W. E. Martin, 


THAT Section 199 be amended by adding a new 
subsection (b)2, “the improved handling of in- 
jured persons at the scene of the accident, during 
transportation and on arrival at a hospital’, and 
that the subsequent subsections be renumbered 
accordingly. 


Carried. 


It was moved by Dr. H. W. Elliott, 
seconded by Dr. C. M. Warren, 


THAT the Report of the Committee on Traffic 
Accidents, as amended, be adopted. 


Carried. 


Dr. Elliott and his Committee were warmly com- 
mended for the work which they have done in this field. 


COMMITTEE ON MEDICAL MANPOWER 


For the information of the General Council the 
General Secretary reported the recent establishment 
under the Chairmanship of Dr. Wm. Bramley-Moore, 
of a Committee on Medical Manpower. The need for 
a study of our manpower resources, the distribution of 
doctors, the effect of medical education, immigration and 
emigration, the optimum physician-population ratio by 
fields of practice and related matters had been appre- 
ciated by the medical secretaries and they had volun- 
teered to staff the committee. 


Dr. Bramley-Moore will be glad to receive from 
any member his thoughts and any factual information 
which might assist this study. 

Brigadier K. A. Hunter rose to express the thanks 
of the Directors of Medical Services and of the Canadian 
Forces Medical Council for the inclusion of the four 
Service representatives as guests of the General Council. 
He stated that they represent 450 doctors in uniform 
and that they were interested in the study of medical 
manpower and would be glad to contribute all informa- 
tion which would assist. 


RESOLUTION ON HEALTH INSURANCE 


It was moved by Dr. E. F. Donald, 
seconded by Dr. R. K. Thomson, 


WHEREAS the C.M.A. in its Statement on Health 
Insurance approved a voluntary form of health 
insurance in Canada “Where it becomes evident 
that the voluntary medical care plans cannot 
achieve adequate coverage, the provincial govern- 
ments collaborate in the administrative and finan- 
cial task of extending health insurance to all 
a the medium of the voluntary prepayment 
plans. 
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AND WHEREAS the proposed Federal, Provin- 
cial health grants are a compulsory form of health 
insurance; 


THEREFORE be it resolved that the C.M.A. 
disagrees with the principle contained in the 
Federal proposal to the provinces for implement- 
ing health insurance services on the basis that 
these plans are compulsory and not in the best 
interest of the health of the citizens of Canada, 
and in so doing the C.M.A. again reaffirms its 
support of any program which while being avail- 
able to all would be of a voluntary nature. 


Several members commented on this resolution 
but in view of the lateness of the hour no amendments 
were debated. It was agreed that this resolution be 
referred to the Executive Committee for abbreviation 
and redrafting. 


The Executive Committee subsequently rephrased 
the resolution in the following form acceptable to the 
mover: 


“WHEREAS discussions regarding health insur- 
ance would convey the impression that only the 
compulsory form is being considered, The Cana- 
dian Medical Association reaffirms its position in 
support of health insurance of a voluntary nature 
with financial assistance from public funds where 
necessary.” 


Moved by Dr. H. T. Ewart, 
seconded by Dr. M. A. R. Young, 


THAT Dr. N. H. Gosse, the Chairman of General 
Council, and Dr. W. deM. Scriver, who chaired 
the Committee of the Whole, be congratulated on 
their fine work. 

Carried. 


Moved by Dr. G. W. Halpenny, 
seconded by Dr. H. T. Ewart, 


THAT a motion of appreciation be inscribed in 
our minutes for the excellent work of Dr. and 
Mrs. J. R. Lemieux and their associates for their 
work in making this Annual Meeting such a 
great success. 

Carried. 


Moved by Dr. M. A. R. Young, 
seconded by Dr. H. T. Ewart, 


THAT all business arising from the proceedings 
of General Council until the next meeting of 
General Council be left to the decision of the 
incoming Executive Committee. 

Carried. 


Moved by Dr. H. T. Ewart, 
seconded by Dr. G. W. Halpenny, 


THAT the General Secretary be instructed to 
thank the many people, organizations and institu- 
tions who contributed to the success of the 
meeting. 

Carried. 


Dr. Gosse thanked the members of the General 
Council for their faithful attention to the business of 
The Association and declared the meeting adjourned 
at 4.15 p.m. on Tuesday, June 12th. 





